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ABSTRACT 


In  this  paper  I  will  analyze  the  importance  of  an 
effective  Contracting  Officers/  Representative  (COR) 
surveillance  plan  for  managing  a  coordinated  care 
program.  The  surveillance  plan  I  will  use  as  an 
example  is  the  plan  for  the  Fort  Bragg  Mental  Health 
Demonstration  Project.  The  purpose  of  the 
demonstration  project  is  to  improve  the  quality  of 
mental  health  care  for  children  of  military  families 
for  less  cost  than  care  from  the  Civilian  Health  and 
Medical  Program  of  the  Uniform  Services  (CHAMPUS) . 

While  the  formal  surveillance  program  did  not 
begin  until  after  the  contract  entered  its  second  year 
of  operation,  once  the  COR  began  using  the  surveillance 
plan  positive  results  occurred.  The  major 
accomplishments  of  the  surveillance  program  were 
identifying  problems  in  the  quality  of  patient  care  and 
questions  about  the  cost  effectiveness  of  the  project. 
The  contractor  and  the  independent  evaluation  team 
dispute  the  findings  of  the  COR.  This  disagreement 
highlights  the  criticality  of  having  indisputable 
standards  upon  which  the  surveillance  plan  is  based. 

The  key  to  a  successful  coordinated  care  contract 
is  to  have  a  well  thought  out  and  aggressively  executed 
surveillance  plan. 
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AUTHOR'S  NOTE 


My  Graduate  Management  Project  (GMP)  focuses  on 
the  criticality  of  contract  surveillance  for  any 
government  managed  care  contract.  I  selected  the 
Army's  Mental  Health  Demonstration  Project  at  Fort 
Bragg  as  the  case  study  for  analyzing  contract 
surveillance.  Contract  surveillance,  by  its  very 
nature,  looks  for  things  that  are  wrong.  As  a  result, 
my  research  on  the  importance  of  contract  surveillance 
will  show  problems,  some  of  them  very  serious,  with  the 
Demonstration  Project.  Due  to  my  narrow  focus  on  the 
project  it  is  essential  for  the  reader  to  avoid  judging 
the  success  of  the  entire  project  on  the  basis  of  the 
research  presented  in  this  paper.  Clearly,  it  is  far 
beyond  the  scope  of  my  paper  to  determine  the  degree  of 
success  of  the  Demonstration  Project.  For  those 
readers  who  are  interested  in  the  official  evaluation 
of  the  entire  project,  I  included,  as  Appendix  B,  the 
interim  report  from  Vanderbilt  University.  (Vanderbilt 
University  is  under  contract  to  evaluate  the  entire 
Demonstration  Project  to  determine  the 
effectiveness/efficiency  of  the  project.) 
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I.  IHIBQBgSClQH 

Conditions  Which  Prompted  ths  Study 

In  1991,  the  cost  of  health  care  had  become  front 
page  news  as  exemplified  by  this  excerpt  from  the 
Chicago  Tribune:  health  care  will  cost  more  than  $756 
billion  or  roughly  12.2%  of  the  Gross  National  Product 
(GNP)  (Beck,  1991) .  This  compares  to  1960  when  health 
care  accounted  for  5%  of  GNP  (Rowley,  1992) .  Some 
projections  estimate  the  U.S.  will  be  spending  $2 
trillion  on  health  care  by  the  year  2000  (Rowley, 

1992) .  This  enormous  expenditure  on  health  services 
puts  a  tremendous  strain  on  all  segments  of  American 
society.  For  example.  United  States  business's  share 
of  the  health  care  costs  in  1991  was  $186  billion 
(Faltermayer,  1992) .  Obviously,  businesses  transmit 
these  costs  back  to  the  consumer.  Many  business 
leaders  are  citing  health  care  expense  as  a  major 
factor  preventing  American  businesses  from  being  able 
to  compete  with  oversees  businesses. 

The  cost  of  health  care  is  not  only  a  concern  for 
U.S.  business  leaders  but  millions  of  Americans  are  not 
able  to  afford  to  access  the  medical  system.  Experts 
estimate  there  are  30-37  million  Americans  without 
health  insurance  and  an  additional  60  million  are 
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underinsured  (Karlin,  1991  and  Rowley,  1992) .  For 
these  and  many  other  reasons  the  cost  of  health  care 
has  become  an  item  of  intense  national  interest  and 
debate . 

The  two  most  talked  about  solutions  are 
"Nationalizing**  the  health  care  industry  or  adopting 
the  concept  of  managed  health  care.  The  July  29,  1988 
edition  of  Modern  Healthcare  goes  so  far  as  to 
speculate  that,  by  1997,  HMOs  and  PPOs  will  control  80% 
of  the  health-care  market.  Fortune  magazine  goes  even 
farther  by  advocating  virtually  every  American  should 
be  a  member  in  some  form  of  a  managed  care  plan 
(Faltermayer,  1992) .  These  two  articles  highlight  the 
experts  in  the  health  care  industry  belief  managed  care 
is  the  solution  for  the  1990s. 

The  Department  of  Defense  (DOD)  is  also 
experiencing  enormous  increases  in  the  cost  of 
providing  health  care  for  9  million  eligible 
beneficiaries  (Pasztor,  1991),  of  which  6.7  million  are 
dependents  or  retirees  (Baine,  1991) .  In  addition,  the 
Department  of  Defense  spends  $14  billion  on  the  entire 
health  care  system  (Kenkel,  1991a).  The  Civilian 
Health  and  Medical  Program  of  the  Uniformed  Services 
(CHAMPUS)  pays  for  most  of  the  health  care  provided  to 
the  6.7  million  dependents  and  retirees.  Moreover, 
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from  1981-1991,  the  Department  of  Defense  CHAMPUS 
exper.se  increased  from  $852  million  to  approximately 
$4.0  billion  (Badgett,  1990  and  Kenkel,  1991a). 

Dr.  Enrique  Mendez,  Assistant  Secretary  of  Defense  for 
Health  Affairs,  believes  managed  care  is  the  solution 
to  the  rapidly  rising  cost  of  providing  health  care 
(Pasztor,  1991) .  Dr.  Mendez  has  empowered  the  various 
services,  including  the  Department  of  the  Army,  to 
implement  managed  care  (Pasztor,  1991) . 

A  prime  candidate  for  managed  care  is  the  area  of 
mental  health  services.  At  the  National  level,  one 
survey  showed  the  cost  of  mental  health  benefits  grew 
28%  in  1988,  which  is  twice  the  percentage  increase  for 
other  health  benefits  (Edinburg  &  Cottier,  1990) . 
Moreover,  this  rate  of  increase  is  roughly  six  times 
the  inflation  rate  for  all  goods  and  services. 
Currently,  employers  spend  more  than  30%  of  their 
health  care  dollars  on  mental  health  service,  including 
substance  abuse  treatment  (Belichick,  1991) . 

The  cost  of  child  and  adolescent  psychiatric 
services  is  the  leading  cause  of  the  increase  in  mental 
health  care  costs.  From  1980-1984,  the  number  of 
children  receiving  inpatient  psychiatric  services 
increased  450%,  from  10,764  to  48,375  inpatients 
(Bickman,  Heflinger  &  Pion,  1991) .  The  cost  of 
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adolescents  mental  health  care  increased  from  $1.5 
billion  in  1983  to  $4.0  billion  in  1988  (Belichick, 
1991) .  This  may  only  be  the  tip  of  the  iceberg;  some 
experts  believe  more  than  half  the  children  needing 
psychiatric  care  do  not  receive  it  (Bickman,  et  al, 
1990) .  Although,  other  experts  believe  inpatient 
adolescent  mental  health  services  are  the  most  abused 
aspect  of  inpatient  services  (Belichick,  1991) . 

In  his  testimony  to  Congress,  Mr.  Baine  (1991) 
highlighted  the  concern  within  the  Department  of 
Defense  that  mental  health  services  are  a  major  factor 
in  the  continuing  increase  in  CHAMPUS  costs.  Mental 
health  care  accounted  for  approximately  18%  of  all 
CHAMPUS  costs  in  1984  and  that  percentage  is  increasing 
(Burn,  Smith,  Goldman,  Barth,  and  Coulam,  1989) .  From 
1985-89,  the  CHAMPUS  cost  for  mental  health  services 
more  than  doubled  to  over  $600  million  (Byron,  1991) . 
Mental  health  services  for  children  and  adolescents 
account  for  roughly  73%  of  the  CHAMPUS  mental  health 
expense  (Byron,  1991) .  For  example,  between  1986  and 
1989  the  number  of  admissions  for  children  ages  10-19 
increased  from  7,500  to  19,288  (Nelson,  1992a). 
Additionally,  according  to  the  American  Psychiatric 
Association,  large  amounts  of  money  are  wasted  on 
psychiatric  services  because  no  one  is  monitoring 
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patient  progress  (Belichick,  1991) .  These  facts  were 
central  to  the  Congressional  decision  to  direct  the 
Department  of  Defense  to  undertake  a  child  and 
adolescent  psychiatric  demonstration  project  in  the 
Fort  Bragg  catchment  area  (Report  of  the  Committee  on 
Appropriations  100-410,  1987) . 

Lenore  Behar,  PHD,  was  the  principle  proponent*  of 
this  demonstration  project.  Dr.  Behar  is  a  special 
assistant  for  child  and  family  services  for  the  State 
of  North  Carolina.  The  demonstration  has  three  main 
goals : 

1.  To  demonstrate  that  an  alternative  delivery 
system  (i.e.,  a  full  continuum  of  mental  health 
services)  can  provide  quality  services  to  more 
clients  per  year  for  the  same  cost  as  for  a 
traditional  approach  to  service  provision. 

2.  To  demonstrate  that  as  an  alternative,  a  full 
continuum  of  mental  health  services  for 
children/adolescents  can  be  tailored  to  the 
clients'  needs  and  thus  provide  more  appropriate 
and  more  cost  effective  treatment  services  per 
client. 

3.  To  demonstrate  the  efficacy  of  a  federal-state 
contractual  agreement  in  providing  mental  health 
services  for  military  children/adolescents  (Behar, 
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1991) . 

It  Is  critical  to  highlight  the  purpose  of  the 
demonstration  is  to  do  more  than  manage  care,  i.e., 
provide  utilization  review  and  negotiated  rates.  The 
central  strategy  of  the  demonstration  is  to  offer  Nless 
expensive  substitutes  for  the  more  expensive  hospital 
based  care1*  (Behar,  1992,  p.l) 

At  the  heart  of  any  managed  care  initiative  is  the 
contract.  An  effective  contract  spells  out  exactly 
what  is  to  be  managed  and  how.  However,  even  a  well 
written  contract  is  subject  to  failure  if  it  is  not 
properly  overseen.  The  key  element  in  overseeing  a 
contract  is  the  surveillance  plan.  Therefore,  this 
paper  will  analyze  the  surveillance  aspect  of  the 
government  (DOD/DOA)  contracts  with  the  State  of  North 
Carolina  to  execute  this  demonstration  project.  As  a 
result  of  the  analysis  on  the  contract  surveillance,  I 
will  provide  an  overview  of  the  essential  elements  of 
this  demonstration  project  and  some  of  the  lessons 
learned  from  this  effort  to  provide  managed  care  to 
chi Id/ adolescent  mental  health  services.  Moreover,  I 
will  highlight  the  key  elements  of  the  surveillance 
program  which  were  most  helpful  in  monitoring  the 
project. 
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Statement  of  the  Management  Question 
What  are  the  essential  elements  that  make  up  an 
effective  surveillance  program?  (Specifically,  a 
contract  in  which  the  Army  contracts  with  a  state 
agency  to  conduct  the  managed  care  project  through  the 
use  of  a  civilian  not-for-profit  subcontractor.) 

Review  of  the  Literature 
Few  Americans  would  argue  that  there  are  serious 
problems  with  the  nation's  health  care  delivery  system. 
One  of  the  main  problems  is  the  cost  of  health  care  in 
America.  Experts  expect  health  care  costs  to  raise 
10.7%  this  year  (Cerne,  1992).  This  percentage 
increase  will  result  in  Americans  spending  more  than 
$817  billion  on  health  care  or  14%  of  the  (GNP)  (Cerne, 
1992) .  Moreover,  the  rate  of  inflation  for  the  health 
care  industry  is  approximately  three  to  four  times  the 
rate  of  inflation  for  all  other  goods  and  services 
(Edinburg  &  Cottier,  1990) . 

The  nation's  health  care  system  also  has  a 
tremendous  problem  providing  equitable  access  to  health 
care  for  all  citizens.  The  access  problem  is  best 
exemplified  by  the  estimated  34  million  Americans 
without  health  insurance  and  another  60  million  with 
inadequate  health  insurance  (Karlin,  1991) . 
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The  most  recently  acknowledged  problem  is  the  cost 
of  employees  health  benefits  is  eroding  U.S.  companies' 
ability  to  compete  in  the  world  market  place.  Overall, 
employers  are  paying  20-30%  more  each  year  for  their 
employees'  health  care  plans  (Edinburg  &  Cottier, 

1990).  In  1989,  spending  for  health  services  as  a 
percent  of  corporate  after-tax  profits  grew  to  more 
than  100%  (Karlin,  1991) .  So,  American  businesses 
share  of  the  health  care  bill  for  1990,  $186  billion, 
exceeds  their  after-tax  profits  (Faltermayer,  1991) . 
"Moreover,  the  average  cost  of  health  coverage  went 
from  $2,600  per  employee  in  1989  to  more  than  $3,100  in 
1990.  At  this  rate,  the  average  health-care  premium 
will  be  more  than  $22,000  per  worker  by  the  year  2000" 
(Karlin,  1991,  p.  1).  While  there  are  many  other 
problems  with  the  U.S.  health  care  system,  these  three 
highlight  the  crisis  facing  the  delivery  of  health  care 
in  America.  Experts  in  the  health  care  industry  are 
betting  on  the  concept  of  managed  care  being  the 
solution  to  this  crisis. 

Mental  health  is  one  of  the  largest  "cash  cows"  in 
the  health  care  industry,  and  therefore,  one  of  the 
main  causes  for  the  crisis  in  health  care.  The 
magnitude  of  the  growth  in  mental  health  services  is 
exemplified  by  this  quote,  "...Psychiatric  hospitals 
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represented  the  largest  share  of  market  growth  for 
investor-owned  systems.  The  number  of  psychiatric 
hospitals  increased  by  9%  from  1986-1987,  from  297  to 
324  hospitals.  During  the  same  period,  the  number  of 
psychiatric  beds  jumped  28  percent-from  24,008  to 
30,633  beds"  (Martinsons,  1988,  p.  52).  Additionally, 
"The  Commerce  Department  estimates  that  expenditures  in 
1990  for  health  care  services  in  the  United  States  will 
exceed  $660  billion,  or  roughly  12%  of  the  gross 
national  product"  (Dorwart,  1990,  p.  1088).  Dorwart 
indicates  mental  health  care  accounts  for  12-14%  of 
that  $660  billion  (Dorwart,  1990) .  "A  recent  survey  of 
1600  businesses  noted  that  costs  for  employee  mental 
health  benefits  rose  28  percent  in  1988,  twice  the  rate 
of  increase  for  other  health  benefits"  (Edinburg  and 
Cottier,  1990,  p.  1063).  In  firms  with  more  than  5,000 
employees,  mental  health  costs  grew  at  more  than  47%  in 
1990  (Mason,  1991).  Dr.  Borenstein  (1990)  states  the 
major  portion  of  this  increase  is  attributable  to 
adolescent  inpatient  care  or  substance  abuse  treatment. 
From  1983  to  1988  the  cost  of  psychiatric  services  for 
adolescents  increased  from  $1.5  billion  to  $4  billion 
(Belichick,  1991) .  The  magnitude  of  mental  health 
services  is  exemplified  by  the  fact  that  in  1988 
Chrysler  employees  spent  as  many  days  in  the  hospital 
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for  psychiatric  care  as  they  did  for  all  other  medical 
reasons  combined  (Longnecker,  1991) .  This  explains  the 
increase  in  the  number  of  psychiatric  hospitals 
tripling  over  the  past  decade  (Dorwart,  1990) . 

Clearly,  the  cost  of  mental  health  services  is  a  major 
determining  factor  in  the  overall  cost  of  health  care. 
Thus,  mental  health  services  are  a  prime  target  for  the 
proponents  of  managed  care. 

Managed  care  is  not  a  new  idea.  In  fact,  a  large 
portion  of  health  care  is  currently  provided  through 
some  form  of  managed  care  system.  For  example, 

Dr.  Dorwart  (1990)  says  seven  in  ten  Americans  find 
that  their  health  care  utilization  is  managed  through 
some  type  of  managed  care  program.  Estimates  show 
three  out  of  four  psychiatric  patients  will  receive 
their  care  from  some  form  of  managed  care  program 
(Dorwart,  1990) .  One  of  the  major  reasons  for  the 
switch  to  managed  care  programs  is  cost  savings.  Due 
to  a  lack  of  programs  to  monitor  psychiatric  patient 
care  large  amounts  of  money  are  wasted  (Belichick, 

1991) .  For  example,  HMOs  hospital  reimbursement  rate 
is  roughly  40%  less  than  a  traditional  indemnity  plan 
(Kenkel,  1988) .  This  trend  highlights  what  several 
studies  are  suggesting:  managed  care  is  a  more 
profitable  way  to  do  business.  In  1989,  Hospitals 
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magazine  published  a  study  which  indicated  that  N55%  of 
the  HMOs  surveyed  were  profitable  compared  with  32%  in 
1988"  (Managed  Care,  1990,  P.  22) .  The  author  of  the 
Hospitals  article  goes  on  to  say,  "Twenty-two  percent 
of  the  HMOs  expanded  benefits  in  their  best-selling 
plans  in  1989,  most  commonly  adding  mental  health  and 
substance  abuse  treatment"  (p.  22) .  Improved  profits 
is  a  major  argument  for  adopting  managed  care. 

To  some,  this  increased  profitability  is  an 
interesting  paradox,  given  the  purpose  of  managed  care 
is  to  cut  costs.  A  logical  assumption  would  be  reduced 
costs  mean  reduced  profits.  The  advocates  of  managed 
care  would  argue  that  managed  care  maximizes 
efficiency,  and  thus,  reduced  costs  is  not  a  mutually 
exclusive  event  from  increased  profits.  In  other 
words,  managed  care  is  a  win-win  situation  in  which  the 
patients  gain  by  less  costly  medical  care  and  the 
providers  gain  by  greater  profit  margins.  For  example, 
in  1988,  the  year  HMOs  achieved  their  largest  market 
penetration,  the  cost  per  admission  was  reduced  by  $483 
which  accounted  for  a  $1.04  billion  annual  savings 
(Kenkel,  1992b) . 

Given  the  Assistant  Secretary  of  Defense  for 
Health  Affairs  mandate  to  implement  the  concept  of 
managed  care,  I  will  now  briefly  examine  how  managed 
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care  fits  the  military  health  care  system.  It  is 
essential  to  acknowledge  the  fact  that  the  military 
child  psychiatric  patient  population  is  similar  to  the 
civilian  population  (Pehrson  and  Lee,  1991) .  In  order 
to  best  understand  how  the  concept  of  managed  care  fits 
the  military  medical  system  one  must  under stand  the 
basic  structure  of  the  DOD  health  care  system.  The 
Department  of  Defense  operates  a  dual  health  care 
system.  One  element  is  the  direct  care  system  which 
operates  out  of  DOD  treatment  facilities  and  the  second 
element  is  CHAMPUS.  "CHAMPUS  is  a  medical  benefit 
program  that  cost  shares  charges  for  medically 
necessary  treatment  provided  to  eligible  beneficiaries 
by  civilian  sources  when  needed  services  are  not 
available  from  the  military  direct  care  system" 
(Badgett,  1990,  p.  1) .  One  quick  look  at  the  amount  of 
money  spent  on  CHAMPUS  and  it  is  easy  to  understand  why 
the  military  is  interested  in  managed  care.  In  fiscal 
year  (FY)  1981  the  Department  of  Defense  spent  $852 
million  on  the  CHAMPUS  program,  by  FY  1988  the  cost  had 
climbed  to  $2.5  billion  (Badgett,  1990).  The  CHAMPUS 
budget  overrun  for  fiscal  year  (FY)  1990  was  $740 
million  (Kenkel,  1991c) .  Mental  health  care  costs 
increased  126%  between  1986  and  1989  (Nelson,  1992b) . 

In  1991,  CHAMPUS  expenditures  for  mental  health 
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services  were  $631  million  (Nelson,  1992b) .  The 
average  psychiatric  admission  costs  $25,563  and  the 
average  length  of  stay  is  102  days  (Behar,  1991) .  Add 
to  these  figures  the  emerging  opinion  that  over  40%  of 
all  child  psychiatric  admissions  are  unnecessary  and 
that  over  50%  of  those  admitted  could  be  treated  in 
less  restrictive  (and  less  costly)  settings  (Behar, 
1990) .  Psychiatric  services  account  for  approximately 
20%  of  total  CHAMPUS  expenditures  (Burns,  Smith, 
Goldman,  Barth,  and  Coulam,  1989) . 

One  of  the  many  managed  care  experiments  the 
Department  of  Defense  is  pursuing  is  the  CHAMPUS  Reform 
Initiative  (CRI) .  Foundation  Health  Corporation  is  the 
civilian  managed  care  group  responsible  for 
administering  the  health  care  delivery  for  all  DOD 
beneficiaries  in  California  and  Hawaii.  According  to 
researchers  at  the  Rand  Corporation,  CRI  appeared  to 
reduce  mental  health  inpatient  expenditures  by  17% 
between  1987  and  1989  (Kenkel,  1991b) .  This  savings 
reduced  the  mental  health  care  portion  of  the  CHAMPUS 
bill  from  28%  to  22%  (Kenkel,  1991b) .  During  the  same 
time  period  mental  health  care  costs  rose  94%  in  the 
non-CRI  areas  (Kenkel,  1991b) .  One  reason  for  such 
dramatic  savings  is  the  Length  of  Stay  (LOS)  is  only  10 
days  for  CRI  patients  versus  the  average  from  1984  of 
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31  days  (Kenkel,  1991b).  This  reduction  in  LOS 
accounts  for  the  drop  in  the  cost  per  admission  from 
$18,539  to  $2,515  (Plunkett,  1992).  So  there  is  strong 
evidence  to  support  managed  care  as  a  cost  effective 
method  of  delivering  mental  health  care. 

Another  managed  care  initiative  the  Department  of 
Defense  is  exploring  is  the  Tidewater  Demonstration 
Project.  The  Tidewater  Demonstration  Project  is 
designed  to  reduce  the  cost  of  mental  health  care  in 
the  Tidewater  area  of  Virginia.  Initial  findings  are 
very  encouraging,  the  project  has  saved  $140  million 
(Plunkett,  1992) .  For  example,  in  May  of  1988  there 
were  110  children  in  residential  care  now  there  are 
only  four  (Plunkett,  1992) .  These  figures  are  good 
news  for  everyone  concerned  with  the  cost  of  health 
care. 

Cost  is  not  the  only  reason  to  be  concerned  about 
mental  health  care  provided  to  CHAMPUS  beneficiaries. 
Thousands  of  service  members'  children  are  imprisoned 
in  psychiatric  facilities  (Nelson,  1992a) .  Nelson 
(1992b)  goes  on  to  state  the  (LOS)  in  a  mental 
treatment  facility  is  highly  correlated  to  how  many 
days  their  insurance  will  pay  for,  this  is  particularly 
true  for  children.  In  fact,  the  average  inpatient 
length  of  stay  was  35  days  for  CHAMPUS  eligible 
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patients  versus  the  national  average  of  13  days  (Burns 
et  al.,  1989).  As  of  May  1992,  there  are  52  cases,  43 
of  which  involve  treatment  of  minors,  of  potentially 
fraudulent  claims  for  mental  health  services  under 
investigation  by  the  Pentagon  (Nelson,  1992b) .  Eighty 
percent  of  these  cases  are  provider  fraud  (Nelson, 
1992b).  Nelson  (1992b,  p.  3)  also  cites  the  findings 
of  a  consulting  firm  which  indicates  Hone-third  of 
hospital  admissions  for  psychiatric  care  were 
unjustified  and  two-thirds  of  the  care  did  not  meet  - 
or  couldn't  be  proven  to  meet  -  Defense  Department 
standards" . 

In  Nelson's  article  (1992b)  she  highlights  a 
couple  of  the  most  serious  abuses  of  CHAMPUS  mental 
health  benefits.  In  one  case,  a  provider  was  indicted 
on  74  counts  of  CHAMPUS  fraud;  one  of  the  counts  is 
having  sex  with  patients  as  part  of  therapy.  Another 
case  involves  a  mother  and  her  four  year  old  daughter 
being  held  against  their  will  in  a  psychiatric  hospital 
in  Texas.  CHAMPUS  fraud  is  not  a  new  phenomenon.  The 
key  to  preventing  fraud  is  proper  oversight  by  all 
levels  of  the  military  health  care  system  (Nelson, 
1992b) . 

The  Pentagon  hired  a  private  contractor  to  review 
137  residential  treatment  centers  (RTC) .  The 
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contractor  determined  26 ,  or  19%,  should  be  removed 
from  the  CHAMPUS  list  of  approved  providers  (Nelson, 
1992b) .  The  situation  is  so  serious  Congress  has  a 
special  committee  investigating  the  problem.  The 
committee  chairperson,  Congresswomen  Patricia 
Schroeder,  described  the  problem  this  way,  "'Clearly, 
this  business  of  treating  minds  -  particularly  this  big 
business  of  treating  young  minds  -  has  not  policed 
itself  and  has  no  incentive  to  put  a  stop  to  the  kinds 
of  fraudulent  and  unethical  practices  that  are  going  on 
(Nelson,  1992b,  p.3).#" 

Since  1988,  Congress  initiated  several  programs  to 
bring  CHAMPUS  costs  down  while  improving  the  quality  of 
care.  These  programs  are  designed  to  decentralize  the 
management  of  the  CHAMPUS  budget  (Badgett,  1990) .  The 
most  recent  initiative  is  to  allocate  all  of  the 
CHAMPUS  budget  to  the  catchment  area  hospital 
commander.  This  managed  care  program  has  four  major 
objectives: 

1.  Contain  the  rate  of  growth  in  CHAMPUS  costs. 

2.  Improve  accessibility  to  health  care. 

3.  Improve  satisfaction  with  health  care. 

4.  Maintain  quality  of  health  care.  (Badgett, 
1990),  p.  3) 

Managed  care  seems  to  be  having  the  desired  effect 
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In  the  area  of  mental  health  services.  Through  the  use 
of  managed  care  programs  the  CHAMPUS  expenditure  for 
inpatient  psychiatric  treatment  declined  from  $15.9 
million  in  1987  to  $13.2  million  in  1990  (Kenkel, 

1991b) .  This  summarizes  the  argument  in  favor  of 
managed  care. 

While  the  vast  majority  of  experts  in  the  health 
care  industry  believe  managed  care  is  the  solution  to 
the  health  care  crisis ,  there  is  growing  opposition  to 
the  concept  of  managing  medical  care.  This  debate  is 
especially  keen  among  mental  health  care  professionals. 
The  main  questions  about  managed  care  are:  "...whether 
it  adversely  affects  the  quality  of  care. . .  [and] 
...whether  it  restricts  access  to  care..."  (Dorwart, 
1990,  p.  1087).  Dorwart  (1990)  goes  on  to  hypothesize 
that  it  is  a  myth  that  managed  care,  by  itself,  can 
control  the  increase  of  mental  health  care  costs. 
According  to  the  Institute  of  Medicine,  utilization 
management  is  a  one-shot  savings,  not  a  continuous  cost 
control  (Dorwart,  1990) .  Moreover,  managed  care  is 
leading  to  rationing.  In  many  states  that  do  not  have 
mandatory  inpatient  benefits,  HMOs  provide  little  or  no 
coverage  for  inpatient  psychiatric  care  (Dorwart, 

1990) .  Dorwart  (1990)  claims  it  is  a  myth  that  managed 
care  does  not  affect  the  quality  of  care,  implicit  in 
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cost  reduction  is  lesser  quantity  and/or  quality.  For 
example ,  H60%  of  psychiatrists  responding  to  a  national 
survey  reported  pressure  from  outside  influences  to 
shorten  the  length  of  stay  or  to  discourage  treatment 
for  some  patients"  (Dorwart,  1990,  p.  1090) . 

Another  argument  against  managed  care  is  the  cost 
of  utilization  management  may  be  greater  than  the 
savings  (Dorwart,  1990) .  Some  beneficiaries  are  also 
against  the  concept  of  managed  care  because  some  of 
them  have  been  denied  access  to  treatment.  Congress  is 
exploring  these  concerns  on  the  part  of  beneficiaries. 
The  dilemma  of  managed  care  is  how  to  achieve  the  goal 
of  insuring  high  quality  mental  health  services  at  an 
appropriate  cost  while  not  denying  care  to  needy 
patients  (Nelson,  1992b) . 

Dr.  Borenstein  (1990)  suggests  many  of  the  people 
conducting  psychiatric  patient  care  reviews  are  not 
qualified  to  make  such  judgements.  Even  those  who  are 
qualified  to  make  judgements  about  patient  care  are 
under  such  pressure  to  contain  costs  they  are  unlikely 
to  be  able  to  make  objective  decisions  on  the 
appropriateness  of  treatment  (Borenstein,  1990).  Dr. 
Borenstein  (1990)  also  describes  a  "sentinel  effect"  in 
which  psychiatric  patients  refuse  or  discontinue 
treatment  because  they  fear  a  loss  of  patient 
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confidentiality  due  to  the  requirement  for  external 
review. 

One  final  problem  with  plans  to  adopt  a  managed 
care  approach  for  psychiatric  services  is  psychiatrists 
control  the  delivery  of  psychiatric  services. 
Psychiatrists  determine  how  70%  to  80%  of  the  money 
used  to  pay  for  mental  health  care  will  be  spent 
(Patterson,  1990) .  Due  to  this  fact,  managed  care 
programs  must  have  the  full  support  of  the 
psychiatrists  in  order  to  be  successful.  This  kind  of 
consensus  among  psychiatrists  may  be  very  difficult  to 
obtain. 

The  military  is  a  microcosm  of  the  national  debate 
against  managed  care.  Probably  the  largest  DOD  managed 
care  program  for  mental  health  services  is  the 
Tidewater  Demonstration  Project.  Some  beneficiaries 
are  accusing  the  Tidewater  Demonstration  Project  of 
denying  them  access  to  care  (Plunkett,  1992) .  Some  of 
these  charges  stem  from  the  potential  conflict  oz 
interest  faced  by  the  contractor  for  the  Tidewater 
project.  The  potential  conflict  in  interest  arises 
from  the  terms  of  the  contract.  The  contract  sets  a 
fixed  payment  amount  for  the  contractor  regardless  of 
how  much  medical  care  the  contractor  provides.  In 
other  words,  the  contractor.  First  Hospital  Corporation 
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(FHC) ,  has  a  very  strong  financial  incentive  to  deny 
treatment  (Nelson ,  1992a) . 

Not  only  is  this  a  potentially  harmful  situation 
for  the  patient  but,  CHAMPUS  can  end  up  paying  twice 
for  the  same  beneficiary.  This  double  paying  could 
occur  when  a  beneficiary  in  the  Tidewater  area  is 
denied  care  by  First  Hospital  Corporation  (FHC)  and  the 
family  obtains  care  outside  the  Tidewater  catchment 
area  (Nelson,  1992a) .  In  this  case,  CHAMPUS  pre-paid 
FHC  and  then  has  to  pay  the  provider  of  the  care.  A 
spin  off  of  this  double  billing  problem  is  the 
possibility  that  beneficiaries  will  know  to  avoid  an 
assignment  to  the  Tidewater  area  if  they  have  a  problem 
child.  The  net  effect  of  this  situation  is  the 
Tidewater  area  has  a  lower  acuity  rating  which  means  it 
will  cost  FHC  less  to  provide  care  (Nelson,  1992a) . 
However,  it  will  cost  CHAMPUS  more  for  other  catchment 
areas . 

Other  beneficiaries  in  the  Tidewater  area  complain 
of  poor  quality  of  care.  In  one  case,  a  therapist 
never  asked  to  see  a  patient  for  an  appointment,  the 
patient  then  committed  suicide  (Plunkett,  1991) . 
Government  inspectors  find  a  major  problem  with  the 
quality  of  treatment  in  20%  of  the  patients  (Plunkett, 
1992) . 
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Another  major  argument  against  the  DOD  managed 
care  initiatives  is  the  program  cost  shifts.  Because 
of  the  CHAMPUS  eligibility  rules  many  patients  do  not 
qualify  for  care  under  the  CHAMPUS  program.  When 
beneficiaries  do  not  meet  CHAMPUS  eligibility 
requirements  they  must  seek  care  from  other 
governmental  agencies.  (Currently,  the  states  are  the 
primary  payers  for  mental  health  services  (Behar, 

1990.)  And  needless  to  say,  the  states  are  not 
thrilled  with  the  prospect  of  picking  up  the  bill  for 
dependents  of  military  personnel.)  For  example, 

CHAMPUS  does  not  cover  Mcustodial  care".  (Custodial 
care  is  defined  as  the  care  needed  to  meet  the  needs  of 
daily  living.)  This  means  a  child  who  is  retarded  will 
need  to  seek  care  from  some  other  agency,  generally, 
from  the  state.  As  a  result,  states  with  good  mental 
health  care  programs  become  the  location  of  choice  for 
servicemembers  with  children  with  chronic  problems. 

So,  the  state  picks  up  the  financial  burden  of  these 
DOD  beneficiaries. 

A  judge  for  the  state  of  Virginia  claims  CHAMPUS 
eligible  beneficiaries  are  not  receiving  the  care  they 
have  a  right  to  from  the  federal  government  (Nelson, 
1992a) .  In  fact,  the  state  of  Virginia  has  a  waiting 
list  of  200  children  with  psychiatric  problems  (Nelson, 
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1992a) .  The  initial  data  is  still  insufficient  to 
alleviate  these  concerns.  However,  the  preliminary 
numbers  indicate  roughly  1%  of  the  patients  denied  care 
by  FHC  eventually  receive  care  outside  the  catchment 
area  (Nelson,  1992a) . 

Many  believe  the  Department  of  Defense  does  not 
have  the  ability  to  design  and  operate  a  manage  care 
system.  A  report  by  the  General  Accounting  Office 
states  few  hospital  commanders  have  demonstrated  the 
ability  to  make  the  managed  care  program  a  success 
(Kenkel,  1991c) .  This  inability  of  military  hospital 
commanders  to  operate  an  effective  managed  care  system 
lead  lawmakers  to  analyze  whether  military 
administrators  or  civilians  should  run  the  military's 
health  care  system.  Mr.  Kenkel  (1992a)  hypothesizes 
military  administrators  do  not  possess  the  knowledge  to 
effectively/efficiently  run  a  managed  care  system 
(Kenkel,  1992a).  Mr.  Kenkel  (1992a)  also  highlights 
the  fact  that  Congress  is  debating  whether  to  turn  the 
administration  of  the  military  health  care  system  over 
to  civilian  health  care  administrators.  Even  members 
of  the  Army  Medical  Department  are  on  record  as  saying 
efforts  to  manage  care  through  civilian  contracts  are 
not  achieving  the  goal  of  saving  money  (Jensen,  1989) . 

Despite  the  argument  against  managed  care  the 
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nation's  health  care  system  is  clearly  adopting  managed 
care  policies.  Specifically,  Or.  Mendez  is  convinced 
coordinated  care  (Dr.  Mendez  prefers  the  term 
coordinated  care  to  managed  care)  is  the  solution  to 
gaining  control  of  the  growth  in  the  cost  of  the  DOD 
health  care  system.  However,  it  would  be  wise  to  be 
aware  of  the  arguments  against  managed  care  in  order  to 
avoid  those  potential  problems. 

At  the  heart  of  any  managed  care  initiative  is  a 
contract.  According  to  the  American  Heritage 
Dictionary  (1988)  a  contract  is:  An  enforceable 
agreement;  covenant.  Obviously,  no  one  enters  into  a 
contract  with  someone  who  they  believe  will  not  live  up 
to  their  part  of  the  agreement.  However,  "trust  but 
verify"  is  the  key  to  a  successful  contract. 

Therefore,  the  most  important  part  of  a  contract  is  the 
surveillance  plan  to  insure  all  parties  live  up  to 
their  part  of  the  contract. 

Negotiation  is  the  first  step  in  contract 
management.  While  there  are  numerous  potential 
pitfalls  in  negotiating  a  successful  contract,  there 
are  four  major  areas  which  cause  problems.  The  first 
thing  to  remember  in  negotiating  a  contract  is  not  to 
pre-select  a  vendor  (Cerne,  1989) .  (Congress  violated 
this  rule  when  they  pre-selected  who  would  manage  the 
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mental  health  care  project  at  Fort  Bragg.)  It  is 
essential  for  the  contract  to  have  well  defined 
deliverables  (Simpson,  1991) .  Another  item  that  is 
crucial  to  negotiating  a  sound  contract  is  the 
negotiating  team  must  have  accurate  cost  information 
(Johnsson,  1991) .  Without  accurate  knowledge  of  what 
it  costs  to  do  a  procedure  in-house  versus  out-of-house 
the  contract  may  end  up  hurting  the  organization.  The 
last  item  is  insuring  the  negotiations  specify  what  the 
"warranty M  is  (Simpson,  1991) .  The  warranty  goes  hand- 
in-hand  with  the  deliverables.  In  other  words,  if  the 
contractor  fails  to  meet  the  standard  for  a  particular 
deliverable  the  penalty  will  be  a  specific  action.  The 
bottomline  is  all  parties  need  to  know  exactly  what 
they  are  suppose  to  do  and  what  happens  if  they  fail  to 
do  so. 

The  end  product  of  a  successful  negotiation  period 
is  a  contract  that  all  parties  can  support.  The  next 
step  is  the  contract  execution  phase.  The  length  of 
this  step  is  clearly  spelled  out  in  the  contract.  The 
essence  of  this  phase  boils  down  to  how  well  all 
parties  meet  the  conditions  of  the  contract.  This  step 
centers  around  formal  criteria  developed  to  detect 
contract  compliance  (Remington  and  Hylton,  1991) .  It 
is  this  verification  process  that  insures  all  parties 
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contract  needs  are  being  net. 

The  final  step  in  the  contracting  process  is 
renewal/termination  phase  (Korenchuk,  1991) .  The 
contract  must  specifically  address  both  possibilities. 
Once  again,  it  is  essential  that  all  parties  have  a 
complete  understanding  on  how  the  game  is  to  be  played 
and  what  their  responsibilities  include.  In  the  case 
of  renewal,  the  most  important  aspects  are  when  the 
contract  is  due  for  renewal  and  if  the  contractor  will 
need  to  re-bid  to  obtain  the  contract  (Korenchuk, 

1991) . 

Termination  is  a  more  complex  matter.  First,  the 
reasons  for  termination  must  be  defined  in  such  a  way 
that  there  can  be  no  argument  about  the  justification 
for  one  party  terminating  the  contract  (Korenchuk, 

1991) .  Terminating  a  health  care  contract  is  not  as 
easy  as  most  contracts.  Termination  plans  must  address 
exactly  how  patients  will  receive  their  care  after  the 
contract  terminates.  In  addition,  items  like 
disposition  of  medical  records  must  be  planned  for 
prior  to  the  start  of  the  contract  (Korenchuk,  1991) . 

The  termination  plan  should  provide  the  contractor 
with  an  opportunity  to  respond  to  charges  they  are  not 
meeting  the  terms  of  the  contract.  When  the  contract 
oversight  personnel  identify  deficiencies  they  need  to 
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clearly  articulate  the  problem  to  the  contractor  and 
indicate  a  reasonable  timeframe  in  which  the 
deficiencies  should  be  resolved  (McLaughlin,  1988) .  In 
a  worst  case  scenario,  if  the  contractor  continues  to 
fail  to  meet  the  standards  of  the  contract  the 
oversight  personnel  should  initiate  more  frequent 
reviews  (McLaughlin,  1988) .  Additionally,  the 
personnel  responsible  for  managing  the  contract  should 
lay  the  ground  work  for  executing  the  termination  plan. 

These  contingency  plans  are  easily  overlooked 
during  the  negotiation  phase.  However,  it  is 
absolutely  necessary  to  work  out  a  comprehensive 
termination  plan  as  part  of  the  terms  of  the  contract. 
Through  proper  planning  a  bad  situation  (contract 
termination)  can  avoid  becoming  a  disastrous  one  or 
even  a  potentially  life-threatening  one  for  those 
patients  receiving  care  from  the  contractor.  So,  the 
most  important  part  of  the  contract  is  how  to  end  it  if 
it  is  not  accomplishing  its  objectives  (Anderson, 

1989) . 

In  a  government  contract,  the  terms  of  the 
contract  are  described  in  the  Statement  of  Work  (SOW) . 
Therefore,  the  SOW  forms  the  basis  upon  which  to 
develop  the  surveillance  plan  for  insuring  the 
contractor  meets  the  terms  of  the  contract. 
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Purpose  of  tho  study 

The  purpose  of  the  study  is  to  determine  the  major 
elements  essential  in  developing  an  effective  and 
efficient  surveillance  plan  for  monitoring  a 
coordinated  care  contract  specifically  where  the 
government  contract  involves  a  state  contractor  and  a 
civilian  subcontractor. 

XI.  METHODS  AND  PROCEDURES 

Study  Design 

This  study  will  be  qualitative  in  nature.  The 
major  aspects  of  the  methodology  are:  1)  a  series  of 
interviews  with  the  key  project  personnel,  2)  review  of 
documents  generated  by  personnel  involved  in  the 
project,  3)  other  surveillance  systems  and  4) 
additional  written  sources  of  information. 

The  following  are  the  key  interviews  I  conducted 
with  personnel  involved  in  the  military  contract 
surveillance  program: 

1.  Colonel  Elmer  Casey,  Commander  of  Womack  Army 
Medical  Center  (WAMC) ,  the  medical  center  responsible 
for  the  catchment  area  in  which  the  demonstration  is 
being  conducted. 

2.  Colonel  Thomas  Whitesell,  Chief  of  Staff,  WAMC. 
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3.  Colonel  Kevin  Kiley ,  Deputy  Commander  for 
Clinical  Services,  WAMC. 

4.  Captain  Jennifer  Douglass,  Contracting  Officer 
Representative  (WAMC)  for  the  demonstration  contract. 

5.  Major  Michael  Wymes,  Project  Officer  (WAMC)  for 
the  demonstration. 

6.  Lieutenant  Colonel  (P)  Dennis  Dohanos  (Health 
Services  Command  point  of  contract  (POC)  on  the 
demonstration) . 

7.  James  Newman,  Contracting  Officer 
Representative  (WAMC) . 

The  following  are  the  key  questions  asked: 

1.  What  is  the  historical  background  of  the 
project? 

2.  What  are  the  political  aspects  of  the  project? 

3.  What  is  the  desired  goal  of  the  project? 

4.  Discuss  the  resourcing  of  the  project. 

5.  What  other  sources  of  information  exist  on  the 
project? 

6.  How  can  the  project  be  improved? 

7.  How  is  the  project  progressing  towards  that 

goal? 

I  also  discussed  the  project  and  the  various 
surveillance  programs  with  the  contracting  staff,  the 
subcontractor's  staff,  and  other  mental  health  care 
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professionals  in  the  Fayetteville  area.  The  basic 
questions  I  asked  were: 

1.  Provide  a  description  of  the  demonstration  and 
any  background  information  on  the  project. 

2.  Compare  this  to  other  mental  health  care 
treatment  programs. 

3.  Identify  the  project's  strengths  and  areas  that 
can  be  improved. 

Other  Sources  of  Data: 

1.  DMIS 

2.  RAPS 

3.  MEPRS 

4.  Health  Services  Command  perspective 

5.  Local  data:  workload,  financial,  and  FTE 

6.  Industry  literature 

7.  Project  documents 

8.  Other  surveillance  systems 

Ethical  Statement 

Because  the  study  is  a  historical  review  there  is 
no  need  for  a  formal  ethics  statement  or  approval  of 
the  Human  Use  subcommittee.  However,  I  will  provide  a 
copy  of  the  paper  to  the  contractor,  subcontractor, 
project  officer  Health  Services  Command,  and  the  WAMC 
project  officer  for  their  review  and  comments. 
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Milestones 

4  Nov  91  Submit  GMPP 


29-30  Nov  91 
17-30  Dec  91 
1-3  Jan  92 
24  Jan  92 
7  Feb  92 


Draft  GMP  Intro  and  Literature  Review 
Complete  interviews 
Complete  research  of  Contractor 
Complete  research  of  Subcontractor 
Compare  Womack's  procedures  to 


Contractor's 
3  Mar  92 
29  Jul  92 
9  Aug  92 
17  Aug  92 


Draft  GMP  review  at  ACHE 
Preceptor  reviews  draft  of  GMP 
Committee  reviews  draft  GMP 
Receive  approval  of  my  GMP 


Expected  Findings  and  Utility  of  Results 
I  expect  to  find  the  key  elements  necessary  to 
execute  a  surveillance  plan  for  a  coordinated  care 
contract  involving  a  state  agency  and  a  civilian 
subcontractor.  In  addition,  I  expect  to  identify  some 
of  the  important  lessons  learned  which  were  brought  to 
light  by  the  surveillance  program.  These  results  could 
facilitate  establishing  a  surveillance  program  for 
other  health  care  contracts. 

Secondary  findings  include  how  to  improve  the  Fort 
Bragg  Mental  Health  Demonstration  project.  In  other 
words,  what  can  be  done  to  make  the  project  more 
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efficient/effective.  Also,  the  study  should  make  it 
easier  to  implement  a  similar  program. 

IZZ.  RESULTS 

Background  Information 
The  following  information,  compiled  from  the 
Defense  Medical  Information  System  (DMIS) ,  indicates 
the  need  for  managing  mental  health  care  in  the  Fort 
Bragg  catchment  area.  In  Fiscal  Year  89,  the  Fort 
Bragg  Medical  Activity  issued  629  non-availability 
statements  (NAS)  to  patients  in  need  of  mental  health 
services.  Womack  personnel  authorized  these  NASs 
because  Womack  Medical  Activity  lacked  the  necessary 
resources  to  provide  treatment  to  them.  The  number  of 
NASs  increased  52%  since  1982.  This  CHAMPUS 
requirement  is  in  addition  to  the  significant  amount  of 
psychiatric  care  provided  within  Womack  Army  Medical 
Center  (WAMC) . 

The  following  table  reflects  the  overall 
situation  facing  WAMC.  This  table  compares  inpatient 
(child  and  adult)  mental  health  care  of  Womack  Army 
Hospital  with  the  Womack  catchment  area's  CHAMPUS 
mental  health  inpatient  data  from  1989. 

Admissions  Bed  Days  Cost  Cost/admission 
Womack  624  2,794  $1,105K  $l,600/adm 
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%  Of  total  4%  4%  5% 

CHAMPUS  629  15,785  $6,166K  $9,800/adm 

%  Of  total  13%  46%  40% 

(%  of  total  refers  to  the  percentage  of  mental  health 
services  as  compared  to  the  total.  For  example,  624 
admissions  for  mental  health  patients  is  4%  of  the 
total  number  of  patients  admitted  to  the  hospital.) 

Psychiatric  care  was  the  number  one  diagnosis 
accounting  for  CHAMPUS  bed  days.  The  fact  that 
inpatient  mental  health  care  is  six  times  more 
expensive  through  CHAMPUS  makes  it  easy  to  understand 
why  mental  health  care  is  a  prime  candidate  for  managed 
care.  The  following  table  shows  the  additional  cost  of 
mental  health  outpatient  (Child  and  adult)  care 
provided  through  the  CHAMPUS  program  from  1989. 

Visits  Cost  Cost/Visit 
Total  Number  55,175  $2,136K  $38.70 

%  of  total  6%  6% 

These  figures  highlight  the  magnitude  of  the  mental 
health  care  costs  facing  Womack  Army  Medical  Center. 

All  indicators  point  to  significant  increases  in 
the  demand  for  psychiatric  services.  Fort  Bragg's 
rapid  deployment  mission  causes  additional  stress  on 
families  stationed  at  Fort  Bragg.  This  stress  is 
expected  to  increase  due  to  the  increasing  instability 
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in  the  "third  world"  and  the  corresponding  increase  in 
the  likelihood  of  troops  from  Fort  Bragg  being  deployed 
to  meet  these  threats.  Given  these  projections  for 
significant  increases  in  CHAMPUS  mental  health 
services,  it  is  easy  to  understand  the  attraction  to 
the  promise  of  cost  savings  from  adopting  coordinated 
care. 

All  of  the  data  demonstrate  the  need  to  initiate 
aggressive  programs  to  gain  control  of  escalating  costs 
while  maintaining  access  and  quality  of  care.  This 
need  is  the  driving  force  behind  the  managed  care 
initiatives  at  Fort  Bragg. 

As  I  have  previously  mentioned,  one  attempt  to 
implement  the  concept  of  managed  care  at  Fort  Bragg  is 
in  the  area  of  mental  health  care  services  for 
dependent  children  and  adolescents  of  military 
families.  Dr.  Lenore  Behar  approached  the  Congress  and 
the  Department  of  Defense  (DOD)  with  a  plan  to  provide 
mental  health  services  for  CHAMPUS  eligible  children  at 
reduced  cost.  The  hypothesis  the  demonstration  project 
is  testing  is:  by  providing  a  full  continuum  of  care, 
including  services  not  reimbursable  by  CHAMPUS,  the 
cost  per  client  can  be  reduced.  The  addition  of 
alternative  services,  e.g.  after  school  treatment,  will 
provide  less  costly  therapeutic  options  to  inpatient 
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care.  The  projected  cost  savings  range  from  45%  to  75% 
per  client. 

Dr.  Behar  is  the  Special  Assistant  for  Child  and 
Family  Services,  North  Carolina  Department  of  Human 
Resources  Division  of  Mental  Health,  Developmental 
Disabilities  and  Substance  Abuse  Services.  Her  plan 
calls  for  a  57  month  demonstration  project  to  evaluate 
how  a  more  comprehensive  continuum  of  care  of  mental 
health  services  would  improve  care  and  reduce  the  cost 
of  treating  the  children  of  military  beneficiaries. 

Once  the  Congress  approved  Dr.  Behar' s  project,  DOD 
gave  the  project  to  the  Department  of  the  Army.  This 
means  Health  Services  Command  (HSC)  has  the  mission  for 
implementing  this  project.  HSC  contracts  with  the 
North  Carolina  Division  of  Mental  Health,  Developmental 
Disabilities  and  Substance  Abuse.  The  state  of  North 
Carolina  subcontracts  with  a  not-for-profit 
organization,  created  solely  for  executing  this 
project.  The  demonstration  project  is  organized  into 
three  main  components:  a)  a  headquarters  element 
representing  the  N.C.  Division  of  Mental  Health, 
Developmental  Disabilities  and  Substance  Abuse;  b) 
Cardinal  Mental  Health  Group,  Inc.,  the  subcontracted 
element  which  provides  the  patient  care;  and  c) 
Vanderbilt  University,  which  will  evaluate  the 
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demonstration  project. 

The  headquarters  has  a  project  manager  for 
Cardinal  Mental  Health  Group,  Inc.  (CMHG) .  There  is 
also  a  project  manager  for  the  Vanderbilt  evaluation. 

In  addition,  the  headquarters  has  a  project  accountant* 
The  proposed  annual  budget  for  the  state  headquarters 
is  $292,601  (Project  Budget  Summary,  Project  Oversight 
Committee  Meeting,  July  92). 

Cardinal  Mental  Health  Group  comprises  roughly  200 
employees.  The  vast  majority  of  these  employees  are 
clinical  specialists.  Cardinal  also  subcontracts  with 
other  health  care  organizations  for  services,  such  as 
hospitalization  and  chemical  dependency  inpatient  care. 
Additionally,  Cardinal  contracts  with  over  a  hundred 
health  care  providers  for  the  majority  of  the 
outpatient  treatment.  In  fact,  approximately  80%  of 
the  patients  are  seen  by  contract  providers  (Project 
Oversight  Committee  meeting  minutes,  1991) .  The  major 
services  provided  by  the  Rumbaugh  Mental  Health  Clinic 
are:  inpatient  care  (subcontracted  service). 
Residential  Treatment  Centers  (RTC)  (subcontracted 
Service) ,  group  homes,  therapeutic  homes,  day  treatment 
programs,  emergency  services,  in-house  services, 
outpatient  treatment,  and  after  care.  The  budget  for 
(CMHG)  is  $16,099,284  for  FY  92  (Project  Budget 
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Summary,  Project  Oversight  Committee,  July  92) . 

The  contractor,  the  North  Carolina's  Division  of 
Mental  Health,  Developmental  Disabilities  and  Substance 
Abuse  Services  subcontracted  with  Vanderbilt  University 
to  conduct  the  evaluation  of  the  demonstration  project. 
The  Vanderbilt  evaluation  consists  of  data  analysis  of 
the  Fort  Bragg  area.  In  addition,  the  study  is 
analyzing  the  Fort  Campbell  (Clarksville,  TN)  and  Fort 
Stewart  (Hinesville,  GA)  as  the  control  sites.  The 
study  will  analyze  client  progress,  treatment  outcome, 
and  treatment  costs. 

The  effectiveness  of  the  patient  care  will  be 
measured  through  a  series  of  four  interviews  per 
patient.  The  evaluation  team  consists  of  approximately 
34  personnel.  The  majority  of  the  personnel  are  in  the 
Nashville  area.  Most  of  the  remaining  personnel  are 
found  in  the  three  data  collection  areas.  The  budget 
for  the  Vanderbilt  evaluation  is  $1,227,279  in  FY92 
(Project  Budget  Summary,  Project  Oversight  Committee, 
July  92) . 

The  cost  study  involves  analysis  of  data  tapes  for 
control  sites  and  cost  data  for  FT.  Bragg. 

The  Demonstration  project  is  exploring  four 
central  questions: 

1.  Are  there  improvements  in  clinical  outcomes  as 
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measured  by  behavior  change  using  standardized  scales; 
by  decrease  in  symptoms  determined  by  clinical 
assessment;  and  by  positive  change  in  indicators  of 
social  and  educational  functioning  and  are  there 
reductions  in  costs?  If  so,  can  these  outcomes  be 
attributed  to  the  demonstration  project? 

2.  Does  the  concept  of  continuum  of  care  and  case 
management  impact  upon  the  cost/effectiveness  of  the 
project?  What  factors  and  processes  contribute  to  the 
outcomes?  What  are  key  ingredients  that  produce 
positive  effects? 

3.  Is  the  quality  of  care  provided  equal  to  or  better 
than  the  type  of  care  provided  at  the  control  sites 
where  services  are  delivered  in  a  traditional  manner? 

4.  What  is  the  most  efficient  way  to  implement  this 
program  at  other  sites?  What  are  the  key  features  of 
this  program  that  should  be  included  in  any 
replication? 

The  final  essential  element  of  background 
information  is  the  extremely  political  nature  of  the 
project.  It  is  critical  to  keep  in  mind  how  the 
program  got  its  start.  Dr.  Behar  approached  Congress 
with  a  Demonstration  Project  designed  to  provide  better 
child/adolescence  mental  health  care  at  less  cost  than 
conventional  CHAMPUS.  Congress  directed  the  Department 
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of  Army,  through  the  Department  of  the  Defense,  to 
execute  the  project.  Since  the  Department  of  the  Army 
did  not  ask  for  this  project  there  was  some  hostility 
to  the  project  right  from  the  start.  In  general,  the 
military,  to  include  personnel  at  the  Office  of  the 
Civilian  Health  and  Medical  Program  for  the  Uniformed 
Services  (OCHAMPUS) ,  do  not  believe  the  project  is  cost 
effective  and  should  be  canceled.  However,  the 
contractor  consistently  presents  to  Congress  a  more 
convincing  argument  to  continue  the  project  than 
military's  argument  to  cancel  the  project.  As  a 
result.  Congress  consistently  authorizes  more  money  for 
the  project.  This  situation  only  frustrates  the 
opponents  of  the  project,  and  thus,  increases  the 
hostility  between  the  two  parties. 

Obviously,  there  are  no  written  sources  describing 
the  mistrust  between  the  contractor  and  the  military. 
Yet,  the  politics  of  the  project  are  such  a  critical 
dimension  of  the  project  it  cannot  be  overlooked.  This 
polarization  over  the  merits  of  the  project  is  very 
unfortunate  because  the  overall  concept  of  providing 
cheaper/more  effective  forms  of  treatment  deserves  a 
fair  test.  What  makes  this  situation  even  more 
regrettable  is  much  of  the  problem  lies  in  poor 
communication  between  the  contractor  and  the  military. 
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Rather  than  aggressively  working  together  to  achieve 
the  goal  of  better  services  for  a  lover  price,  both 
sides  spend  a  tremendous  amount  of  resources  defending 
their  position.  Regrettably,  these  efforts  do  nothing 
for  the  children  in  the  Fort  Bragg  catchment  area. 

The  two  main  items  under  contention  between  the 
contractor  and  the  military  are:  the  cost  of  the 
project  (I  will  explore  the  cost  issue  in  some  depth 
later  in  the  paper.)  and  the  quality  of  care.  I  will 
highlight  each  of  these  issues  when  I  describe  the 
outcome  of  the  surveillance  plan.  So,  while  the  focus 
of  my  paper  is  on  the  surveillance  aspect  of  the 
contract,  the  political  aspects  of  the  project  cannot 
be  ignored. 

Review  of  the  Contract 

The  heart  of  any  contract  is  the  description  of 
the  deliverables  -  what  exactly  is  the  contractor  going 
to  do?  In  a  government  contract  the  statement  of  work 
provides  a  summary  of  what  the  contractor  is  going  to 
do.  A  clearly  written  statement  of  work  is  essential 
for  a  successful  contract. 

I  included  a  copy  of  the  SOW  for  the  Rumbaugh 
Mental  Health  Demonstration  Project.  This  is  a  copy  of 
the  Contracting  Officer's  Representative's  (COR)  SOW. 
The  handwritten  notes  on  the  SOW  are  from  the  COR. 


40 


These  notes  highlight  some  of  the  ambiguities  with  the 
contract.  As  you  will  see  shortly,  several  of  these 
ambiguities  lead  to  problems  with  the  overall 
execution/management  of  the  contract.  Therefore,  it  is 
important  for  contract  oversight  personnel  to  annotate 
the  SOW  for  the  contract  they  are  managing  with  any 
ambiguities  they  identify  with  their  contract. 

A  management  indicator  for  senior  managers  is  if  the 
copy  of  the  contract  used  by  their  contract  oversight 
personnel  looks  like  it  has  never  been  read  there  may 
be  a  problem  with  the  oversight  of  the  contract.  A 
well  written  surveillance  plan  is  based  on  a  well 
written  SOW. 

The  surveillance  plan  goes  hand-in-hand  with  the 
contract.  Unfortunately,  in  the  case  of  the  Rumbaugh 
Mental  Health  Demonstration  Project,  the  surveillance 
plan  was  not  ready  for  execution  at  the  start  of  the 
contract.  In  fact,  it  was  not  until  the  summer  of  1991, 
more  than  a  year  after  the  contractor  began  to  treat 
patients,  the  surveillance  plan  was  adopted  and  put 
into  use. 

To  add  to  the  lack  of  a  detailed  surveillance  plan 
was  the  fact  that  the  COR  was  the  hospital  adjutant, 
which  is  full  time  job.  In  a  memo  to  the  Commander  of 
Womack  Army  Hospital  the  Chief  of  Staff  for  HSC 
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summarized  the  importance  of  the  COR  by  saying,  "The 
COR  is  an  essential  player  at  the  ground  level  and 
needs  to  have  the  talent,  time,  and  flexibility  to 
[provide]  oversight  [to]  the  contract."  (Connor,  1990, 
p.l).  COL  Connor  goes  on  to  suggest  the  COR  be  a  full¬ 
time  position.  COL  Connor's  comments  were  in  response 
to  a  request  from  Womack  to  HSC  asking  HSC  to  assume 
full  responsibility  for  the  contract  given  the  contract 
was  a  Demonstration  Project.  To  be  successful,  CORs 
needs  to  be  able  to  spend  25-50%  of  their  time 
performing  surveillance.  In  the  case  of  a  new  contract 
or  an  exceptionally  complex  contract,  more  than  $100 
million,  the  COR  probably  needs  to  be  working  the 
contract  on  a  full  time  basis. 

An  additional  problem  was  the  COR  believed  that 
since  this  is  a  cost  contract,  the  COR  did  not  need  to 
certify  contractor  performance.  The  contractor  also 
believed  the  COR  had  no  surveillance  responsibility. 
Couple  these  wrong  impressions  with  the  highly 
political  nature  of  the  project  and  a  situation 
develops  in  which  virtually  all  the  military  personnel 
involved  with  the  project  are  attempting  to  keep  the 
project  at  arms  length.  These  factors  did  not  support 
effective  contract  management. 

Another  problem  during  the  first  year  of  the 
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project  was  the  COR  was  not  a  part  of  the  information 
loop  between  the  contractor,  the  subcontractor,  and 
HSC.  As  a  result,  the  COR  was  often  unaware  of 
important  issues,  and  thus,  unable  to  provide  valuable 
information  and  assistance.  To  correct  this  shortfall 
personnel  from  HSC  directed  the  contractor  to  make  the 
COR  the  primary  recipient  of  all  communication. 
Unfortunately,  it  took  until  more  than  nine  months 
before  the  contractor  fully  compiled  with  this  policy. 

Another  issue  which  took  over  a  year  to  resolve 
was  the  question  of  whether  the  COR  had  the  authority 
and  responsibility  to  conduct  surveillance  of  the 
subcontractors.  This  is  an  essential  point  because  the 
actual  patient  care  is  provided  by  subcontractors  and 
subsubcontractors .  The  subcontractors  also  account  for 
90%  of  the  budget. 

Additionally,  there  was  a  problem  with  how  the  COR 
conducted  surveillance.  In  order  for  surveillance  to 
be  effective  it  must  be  random  and  spontaneous.  If  the 
contractor  has  time  to  prepare  for  the  " inspection"  the 
results  of  the  surveillance  can  be  easily  anticipated. 
This  unannounced  aspect  of  the  surveillance  plan  was 
difficult  for  the  contractor  to  accept.  This  is 
especially  true  given  the  contractor  was  already 
conducting  surveillance  on  the  subcontractors,  and 
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therefore,  felt  the  COR's  surveillance  was  an 
unnecessary  waste  of  the  subcontractor's  time. 

The  lack  of  a  surveillance  plan  accounts  for  many 
of  the  contract  problems.  HSC  scheduled  a  planning 
conference  in  December  of  1990.  Yet,  the  plan  was  not 
ready  to  execute  until  the  late  summer  of  1991.  This 
exemplifies  the  confusion  in  the  management  of  the 
contract.  Much  of  this  confusion  stemmed  from  a  lack 
of  a  clear  mission  statement  that  clearly  defined 
responsibilities.  Without  a  clear  mission  statement  it 
was  impossible  for  WAMC  to  expect  HSC  to  take  charge. 
The  reverse  was  true,  HSC  believed,  as  they  stated  in 
several  written  correspondences:  The  COR  function  is 
best  managed  at  the  medical  treatment  facility  (MTF) 
level.  The  contract  was  well  into  the  second  year 
before  the  MTF  staff  and  HSC  personnel  developed  into 
an  effective  contract  management  team. 

Highlights  of  ths  Surveillance  Plan 

I  included  a  copy  of  the  COR  administrative 
surveillance  plan  in  Appendix  D  and  Appendix  E  consists 
of  examples  of  surveillance  checklists.  (PRIMUS  [the 
Army's  acronym  for  their  primary  care  clinics] 
contracts  are  also  a  good  source  for  information  on 
developing  contract  management  standards.)  The 
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surveillance  plan  is  self-explanatory.  While  the 
surveillance  plan  is  easy  to  comprehend,  the  challenge 
for  the  COR  is  finding  the  time  to  review  the  necessary 
material  to  assess  each  area  of  the  plan.  It  is  also 
important  to  note  the  plan  only  deals  with 
administrative  elements  of  the  contract.  HSC  assigned 
a  child  psychiatrist  to  manage  the  clinical  review 
issues.  Given  the  complexity  of  clinical  review  there 
is  no  surveillance  checklist. 

The  one  aspect  of  the  contract  which  is  still 
lacking  a  formal  surveillance  plan  is  the  Vanderbilt 
evaluation  team.  No  one  from  WAMC  performs  any 
detailed  oversight  for  the  project  evaluation  part  of 
the  contract.  In  addition,  there  appears  to  be  little 
formal  surveillance  of  Vanderbilt  by  anyone  from  HSC  or 
WAMC.  Although,  personnel  from  HSC  have  analyzed  the 
Vanderbilt  work  in  sufficient  detail  to  voice  concerns 
about  exactly  what  the  evaluation  is  evaluating  and  how 
it  is  being  studied.  Given  the  Vanderbilt  evaluation 
of  the  Demonstration  Project  costs  several  million 
dollars,  there  should  probably  be  a  formal  surveillance 
plan  for  Vanderbilt. 

Surveillance  is  a  time  consuming  process. 
Therefore,  any  tool,  such  as  a  checklist,  should  be 
employed  to  maximize  efficiency/ effectiveness.  This  is 
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especially  true  if  the  COR  plans  to  employ  junior 
enlisted  soldiers  and/or  civilian  clerical  personnel  in 
the  administrative  reviews.  The  example  checklists  in 
Appendix  E  are  self-explanatory.  Appendixes  E-l 
through  E-3  are  COR  checklists  for  the  Rumbaugh 
Demonstration  Project. 

The  contractor  also  has  surveillance 
responsibility  for  the  subcontractors.  Appendixes  E-4 
through  E-6  are  the  contractor's  surveillance 
checklists.  Note  Appendixes  E-4  and  E-5  are  clinical 
checklists  used  by  the  psychiatrist  the  contractor 
employs  to  conduct  clinical  review  of  the 
subcontractors . 

As  I  will  describe  in  the  next  section,  the 
surveillance  plan  facilitated  the  COR  identifying 
numerous  contract  deficiencies.  However,  this 
surveillance  plan  is  not  the  Ngold  standard"  for 
surveillance  plans.  I  included  the  plan  as  a  reference 
for  anyone  who  might  have  a  need  for  an  example 
surveillance  plan  to  use  as  a  place  to  start  in 
preparing  their  own  surveillance  plan. 

Outcome  of  the  Surveillance  Plan 

I  will  now  highlight  the  results  of  the 
surveillance  program  by  summarizing  some  of  the 
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surveillance  reports.  The  first  surveillance 
operation,  based  on  the  COR's  surveillance  plan,  took 
place  during  the  last  week  of  August  1991.  The 
following  are  the  main  deficiencies  noted.  (As  I 
mentioned  earlier,  surveillance  identifies  areas  in 
which  the  contractor  is  not  meeting  contract 
specifications.  Therefore,  surveillance  is  a  very 
negatively  oriented  activity.  Taken  by  themselves,  the 
results  of  the  surveillance  I  will  describe  would 
indicate  poor  performance  on  the  part  of  the 
contractor.  Because  the  results  of  the  surveillance 
program  paint  the  project  in  a  poor  light,  I  included 
the  interim  report  from  the  Demonstration  Project 
Evaluation  Team,  Appendix  B.  In  general,  this  report 
indicates  the  project  is  achieving  its  goals.) 

There  were  two  major  problems  identified  in 
August.  The  first  one  was  the  majority  of  the 
providers  were  not  properly  privileged.  The  second 
problem  was  10  patients  diagnoses  did  not  meet  the 
criteria  for  care  authorized  under  CHAMPUS. 

Over  the  next  several  months  the  problem  with  the 
privileging  continued  without  significant  improvement. 
In  fact,  the  entire  Quality  Assurance/Quality 
Improvement  (QA/QI)  program  was  not  achieving  the  Joint 
Commission  on  Accreditation  Healthcare  Organizations 
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( JCAHO)  standards.  Additionally,  the  COR's  summary  for 
the  period  October-November  1991  identified  the 
contractor/ subcontractor  were  not  meeting  the  terms  of 
the  contract  regarding  board  certification  of  the 
psychiatric  staff.  The  contract  clearly  requires  a 
board  certified  or  board  eligible  child  psychiatrist  to 
sit  on  each  treatment  team.  The  project  does  not  have 
any  board  certified  child  psychiatrists  and  only  the 
project  medical  director  is  board  eligible.  In  fact, 
none  of  the  staff  is  even  board  certified  in  adult 
psychiatry.  Given  the  November  report  also  shows  the 
first  indications  that  some  patients  are  not  receiving 
an  accurate  diagnosis,  the  implication  of  the  lack  of 
training  of  the  psychiatric  staff  is  obvious. 

The  November  report  confirms  the  trend  that 
approximately  1%  of  the  patients  receiving  care  are 
ineligible.  The  COR  also  identified  a  problem  with 
timeliness  of  care.  Beginning  with  a  failure  to 
conduct  the  intake  assessment  in  accordance  with  (IAW) 
the  contract  to  case  management  issues  not  occurring  in 
a  timely  fashion. 

The  November  report  is  the  turning  point  in  the 
surveillance  of  the  project.  The  November  surveillance 
summary  shows  the  surveillance  plan  is  working  and  why 
it  is  necessary  to  conduct  surveillance. 
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Unfortunately,  the  problems  with  the  QA/QI  should  never 
have  happened.  These  issues  should  have  been  reviewed 
before  the  first  patient  was  seen.  The  problems  in 
QA/QI  highlight  why  surveillance  should  not  begin  after 
the  contract  has  had  a  period  to  become  fully 
operational.  The  sooner  the  COR  identifies 
deficiencies,  the  sooner  the  contractor  can  correct 
them.  That  is  the  goal  of  surveillance:  insure  the 
contractor  is  accomplishing  the  mission  to  the  given 
standard. 

A  team  from  HSC  conducted  a  follow-up  review  on 
the  deficiencies  in  the  QA/QI  program.  The  findings  of 
that  review  indicated  the  project  personnel  had  not 
corrected  the  problems  in  the  QA/QI  program.  These 
problems  were  first  identified  by  members  of  the  HSC 
staff  as  early  as  the  Spring  of  1991.  Some  of  the 
problems  pre-date  that  Spring  time  period.  As  a  result 
of  the  Fall  91  review,  contracting  personnel  from  HSC 
made  the  decision  to  issue  a  "cure  notice".  A  cure 
notice  is  a  warning  to  the  contractor  that  serious 
problems  exist  with  the  contract  and  the  contractor  is 
given  a  deadline  to  correct  the  problems  or  face  the 
termination  of  the  contract. 

In  response  to  the  cure  notice  the  contractor 
brought  in  a  QA/QI  expert  who  was  able  to  establish  a 
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viable  program.  The  re-inspection  of  the  QA/QI  program 
by  personnel  from  HSC  found  the  contractor  had 
corrected  the  problem  areas.  Once  again,  these 
problems  would  never  have  occurred  had  an  aggressive 
surveillance  program  been  in  place  prior  to  the  start 
of  the  contract. 

Another  item  identified  as  a  result  of  the 
surveillance  program  is  the  number  of  patients 
receiving  inpatient/RTC  treatment  is  roughly  the  same 
as  pre-project  figures.  A  major  element  of  the 
Demonstration  Project  was  the  plan  to  use  less 
expensive  services  to  reduce  the  number  of  patients  in 
the  more  expensive  levels  of  care.  The  contractor 
claims  the  lack  of  a  significant  reduction  in 
inpatient/RTC  use  is  due  to  the  fact  the  Fort  Bragg 
catchment  area  was  underserved.  In  other  words, 
patients  needing  inpatient/RTC  treatment  were  not 
getting  it  through  the  pre-demo  health  care  system. 

The  contractor  also  points  to  the  reduced 
percentage  of  patients  receiving  inpatient  care. 
Unfortunately,  the  number  of  children  receiving  mental 
health  services  has  more  than  doubled  since  the  project 
began.  So,  the  reduced  percentage  of  patients 
receiving  inpatient  care  is  a  function  of  simple 
mathematics.  (For  example,  5  patients  out  of  500  is  1%, 
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5  patients  out  of  1500  is  .3333%.  Yes,  the  percentage 
is  lower  but  have  we  accomplished  anything  other  than 
dramatically  increasing  the  number  of  patients 
requiring  outpatient  services?)  Regrettably,  this 
means  the  number  of  children  in  the  hospital  remains 
the  same,  thus,  the  cost  for  inpatient  care  remains  the 
same. 

Another  goal  of  the  Demonstration  Project  was  to 
show  how  a  full  continuum  of  services  would  help 
provide  better  care  and  reduce  costs.  Yet, 
surveillance  indicates  only  4%  of  the  patients  are 
receiving  non-traditional  CHAMPUS  services  and  this 
percentage  has  dropped  since  the  start  of  the  project. 

During  the  March  timeframe  the  QA/QI  issue 
surfaced  again.  Of  the  38  standards  of  care  the  QA/QI 
program  is  monitoring,  18  were  not  met.  Also, 
timeliness  of  care  continues  to  be  a  problem.  For 
example,  it  takes  over  30  days  from  time  of  referral  to 
scheduled  intake/ assessment  (non-emergency  patients) . 
The  standard  is  21  days. 

As  is  the  case  with  any  large  project  there  are 
sensational  items  which  are  small  in  their  cost  but 
which  call  into  question  the  management  of  the 
contract.  Here  are  a  few  of  the  questionable  areas  of 
the  budget  for  the  Rumbaugh  Demonstration  Project: 
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1.  Children  in  the  Therapeutic  Group  Homes  receive  $20 
per  month  as  an  allowance. 

2.  The  budget  calls  for  more  than  $34,364  to  be  spent 
on  taxi  cabs  to  transport  patients. 

3.  The  subcontractor  spends  more  than  $99,750  on 
vehicles  which  generally  do  not  meet  the  Government 
standard  for  allocating  vehicle  support. 

4.  The  travel /training  budget  is  roughly  the  same 
amount  as  it  is  for  WAMC.  Yet,  WAMC  has  seven  times 
the  number  of  personnel  and  50  times  the  physician 
staff. 


Cost  Analysis 

While  the  quality  of  care  is  becoming  a  growing 
concern  and  should  receive  an  increased  amount  of 
surveillance  activity,  the  major  problem  with  the 
contract  is  the  magnitude  of  the  cost  overrun.  The 
original  budget  for  the  Demonstration  Project  was 
$5,773,466,  of  which  almost  20%  was  earmarked  for  the 
Vanderbilt  evaluation.  The  budget  requirements 
identified  at  the  July  Project  Oversight  Committee 
meeting  were  $17,619,164.  This  is  more  than  a  300% 
increase  in  the  cost  of  the  project  in  just  two  years. 
Presently,  the  Demonstration  Project  is  costing  almost 
as  much  as  all  CHAMPUS  costs  combined  in  the  Fort  Bragg 
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catchment  area.  At  this  rate  of  growth,  the  project 
will  cost  more  than  $40  million  a  year  by  the  end  of 
the  contract.  So,  it  is  easy  to  understand  why  the 
focus  of  the  surveillance  efforts  are  on  the  cost  of 
the  contract. 

While  one  would  think  cost  is  a  clear  cut  issue, 
it  is  not.  Remember  what  the  contractor's  cost  goal 
was:  reduced  cost  per  patient.  With  this  as  a  goal  the 
contractor  can  be  successful  and  yet  the  cost  of 
child/adolescent  mental  health  services  can  climb  to 
more  than  five  times  what  it  was  before  the  project 
began.  In  other  words,  increased  volume  (number  of 
patients)  will  wipe  any  savings  generated  by  a  reduced 
cost  per  patient.  The  contractor's  goal  is 
significantly  different  than  the  military's  goal  of 
reducing  overall  expenditures.  If  I  had  to  single  out 
one  reason  the  contract  is  not  going  to  succeed  it  is 
this  fact  that  the  contractor's  goal  is  not  the  same  as 
the  military's.  As  a  result,  cost  is  the  main  source 
of  disagreement  between  the  contractor  and  the 
military. 

CHAMPUS  costs  for  child/adolescent  mental  health 
services  prior  to  the  start  of  the  Demonstration 
Project  were  $3-4  million  per  year  as  compared  to  the 
$16-17  million  the  demo  is  costing  in  FY  92.  The  cost 
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per  beneficiary  was  $89  before  the  demo,  nov  it  is 
almost  $362.  Fort  Bragg  was  ranked  27th  out  of  37  MTFs 
in  expenditures  for  child/adolescent  mental  health 
care.  Nov  Fort  Bragg  is  the  second  most  expensive 
MTF. 

While  some  would  argue  comparing  the  Tidewater 
Mental  Health  Demonstration  to  the  Rumbaugh  Mental 
Health  Demonstration  may  be  comparing  apples  to 
oranges,  I  include  the  cost  figures  because  I  believe 
they  do  provide  a  valid  source  of  comparison.  In  FY  91 
the  Tidewater  budget  was  roughly  $30  million  for  a 
beneficiary  population  of  250,000.  (Rumbaugh 
beneficiary  population  is  approximately  45,000 
children.)  These  figures  produce  a  cost  per 
beneficiary  of  $120.  Applying  this  figure  to  the  Fort 
Bragg  catchment  area  and  the  budget  would  be  $4.9 
million,  which  is  almost  the  exact  figure  for  the 
original  budget  for  the  Rumbaugh  Demo.  So,  critiques 
of  the  Rumbaugh  Demonstration  Project  would  argue  that 
RMHDP  is  three  times  as  expensive  as  the  Tidewater 
Demo. 

There  are  1,600,000  dependent  children  of  U.S. 
military  personnel  (Pehrson  and  Lee,  1991) .  So,  if 
the  cost  per  beneficiary  from  the  Rumbaugh 
Demonstration  were  applied  to  the  entire  DOD 
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beneficiary  population,  the  cost  of  mental  health 
services  for  children  would  be  approximately  $569.6 
million.  This  figure  would  account  for  over  90%  of  the 
entire  1991  CHAMPUS  mental  health  care  expense. 

Another  major  issue  on  cost  is  the  difference 
between  the  cost  of  a  patient  being  treated  by  the 
Rumbaugh  Clinic  staff  versus  being  cared  for  by  one  of 
the  providers  with  which  Rumbaugh  subcontracts.  In  FY 
91,  it  cost  $8.3  million  to  operate  the  Rumbaugh 
Clinic.  The  clinic  staff  saw  197  patients.  So,  the 
cost  for  a  patient  to  be  seen  by  the  Rumbaugh  staff  is 
$42,131.  During  FY  91,  1,249  patients  were  sent  to 
contract  providers.  The  cost  for  contract  providers 
was  $5.7  million.  Thus,  the  cost  per  patient  sent  to  a 
contract  provider  is  $4,563.  The  cost  of  contract 
providers  includes  the  most  expensive  levels  of  care, 
inpatient  and  RTC.  While  this  is  an  extremely  crude 
cost  comparison,  it  is  still  very  hard  to  accept  a  ten 
fold  difference  between  staff  and  contract  care. 

The  results  of  the  surveillance  program  clearly 
supports  the  military  position  that  the  demo  should  be 
managed  by  a  new  organization.  In  fact,  the  key 
players  at  HSC  believe  the  demo  should  be  converted 
into  a  managed  care  initiative,  run  by  personnel  from 
the  Fort  Bragg  MTF. 
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IV.  DISCUSSION 

I  tended  to  discuss  the  results  of  ay  research  as 
I  presented  it.  So,  I  will  use  the  discussion  section 
of  the  paper  to  highlight  the  lessons  learned  from  the 
surveillance  aspect  of  the  contract. 

The  contract  oversight  team  must  have  the 
specifics  of  their  surveillance  plan  incorporated  into 
the  final  draft  of  the  contract.  Moreover,  the 
oversight  team  must  begin  executing  their  oversight, 
through  the  use  of  the  surveillance  plan,  in  the  early 
stages  of  the  contract.  Good  surveillance  makes  for 
good  contractors  just  like  good  fences  make  for  good 
neighbors . 

A  challenging  area  for  any  contractor  is  QA/QI . 
Given  that  many  mental  health  professionals  do  not  have 
extensive  familiarity  with  QA,  this  needs  to  be  an  area 
that  the  oversight  team  closely  monitors  early  in  the 
contract.  In  fact,  the  oversight  team  should  begin  to 
review  the  QI  plans  before  the  first  patient  is  seen. 
(This  was  not  only  a  problem  with  the  RMHDP  but  with 
the  Tidewater  Project  as  well  (Burns  et  al.,  1989)) 

While  it  is  apparently  politically  unthinkable,  a 
very  effective  means  of  cost  control  is  by  increasing 
the  patients  out-of-pocket  expense.  This  can  be 
increased  co-pays,  deductibles,  a  nuisance  fee  or  a 
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combination  of  these  techniques. 

When  there  are  multiple  headquarters/agencies 
responsible  for  managing  a  contract  there  needs  to  be  a 
detailed,  written  plan  to  integrate  the  surveillance 
needs  for  all  levels  of  the  contract  management  team. 
Some  of  the  critical  elements  of  this  plan  are:  clear 
definition  of  responsibilities,  specific  formats  for 
exchanging  information  and  revising  strategy  for 
managing  the  contract,  and  method  to  coordinate 
surveillance  with  the  contractor. 

Avoid  using  military  personnel  as  Contracting 
Officer  Representatives.  The  Army  standard  of  on-the- 
job-training  is  not  the  ideal  method  for  learning 
contract  management.  While  there  are  courses  available 
to  help  familiarize  people  with  contract  management,  I 
do  not  feel  they  fully  prepare  people  to  assume  the 
principle  oversight  duties  for  a  major  contract.  In 
addition,  it  takes  time  to  become  well  versed  in  all 
the  critical  intricacies  of  a  contract.  The  average 
life-expectancy  for  a  military  COR  is  12-18  months. 

(The  project  is  on  its  third  COR,  the  current  COR  is  a 
civilian  whose  sole  mission  is  to  perform  duties  of  the 
COR  for  all  WAMC  contracts.)  Twelve  months  does  not 
allow  the  COR  enough  time  to  obtain  enough  knowledge  of 
the  contract  and  contractor  to  effectively  administer 
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the  contract.  Additionally,  there  is  usually  little  to 
no  overlap  in  positions  when  military  personnel  rotate. 
This  means  the  contract  is  not  being  properly 
maintained  for  several  weeks  to  several  months,  as  the 
new  COR  learns  the  "ropes".  Another  method  for 
insuring  surveil lance  does  not  suffer  during  a  change 
in  CORs  is  to  insure  the  Alternate  Contracting  Officer 
Representative  is  fully  capable  of  managing  the 
contract. 

Insure  penalties  are  written  into  the  contract  for 
failure  to  meet  the  established  performance  criteria. 
Wherever  possible,  it  is  also  desirable  to  develop 
positive  incentives  to  recognize  excellence  in  meeting 
the  performance  criteria. 

Never  enter  into  a  cost  reimbursement  contract. 
Basically,  a  cost  reimbursement  contract  is  a  blank 
check  for  the  contractor,  ideally,  a  capitated 
contract  is  the  contract  of  choice. 

Make  the  contractor  part  of  the  team  that  develops 
the  surveillance  plan.  This  will  avoid 
misunderstandings  and  mistrust  on  the  part  of  the 


contractor . 
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V.  CONCLUSIONS  AMD  RECOMMEND AT I QMS 

The  main  recommendation  I  would  commend  to  the 
reader  is  to  watch  for  the  potential  pitfalls  described 
in  this  paper  and  to  pay  close  attention  to  the  lessons 
learned  on  managing  a  mental  health  managed  care 
contract. 

The  intent  of  my  research  was  to  show  how  critical 
the  surveillance  plan  is  in  contract  management.  In 
the  case  of  the  Rumbaugh  Demonstration  Project,  proper 
surveillance  identified  serious  quality  of  care  and 
cost  issues.  Presently,  there  are  three  major  areas  in 
which  the  contractor  is  not  in  compliance  with  the 
contract. 

1.  The  Rumbaugh  staff  does  not  have  enough  board 
certified  or  board  eligible  child  psychiatrists.  (It  is 
really  questionable  research  methodology  conducting  a 
test  in  providing  better  mental  health  care  to  children 
when  there  are  no  child  psychiatrists  on  the  project 
staff.) 

2.  The  QA/QI  program  continues  to  have  difficulties 
meeting  JCAHO  (contract)  standards. 

3.  The  timeliness  of  treatment  is  still  not  meeting 
contract  specifications. 

Clearly,  the  COR  surveillance  plan  is  working  and  will 
continue  to  facilitate  the  COR  accomplish  his  mission 
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of  monitoring  contractor  performance. 

The  success  of  the  surveillance  plan  for  the 
Rumbaugh  Mental  Health  Demonstration  Project  should 
highlight  the  importance  of  aggressive  contract 
oversight.  Effective  contract  management  is  essential 
if  managed  care  is  to  successfully  address  the  nation's 
health  care  crisis.  As  exemplified  by  the  Rumbaugh 
Mental  Health  Demonstration  Project,  mental  health 
services  are  a  prime  candidate  for  managed  care  or 
coordinated  care,  as  the  military  prefers  to  refer  to 
the  concept  of  managed  care.  Obviously,  other  health 
care  services  are  likely  areas  to  apply  the  principles 
of  managed  care. 

Never  forget  that  managed  care,  reduced  to  its 
simplest  component,  is  nothing  more  than  a  contract. 

As  long  as  there  are  dedicated  people,  using  a  well 
thought  out  surveillance  plan  to  oversee  the  contractor 
the  system  will  work. 


60 


VI.  REFERENCES 

The  American  Heritage  Dictionary  (Based  on  the  College 
2nd  ed.).  (1988).  Boston:  Dell. 

Anderson,  M.V.  (1989) .  How  to  review  your  own 

contracts .  Journal  of  the  Tennessee  Medical 

Ag.go.giat ion,  £2(8),  432-433. 

Badgett,  A.  L.  (1990) .  Catchment  area  management:  a 
new  management  process  for  military  health  care 
delivery.  Journal  of  Ambulatory  Care  Management. 
13(2),  1-6. 

Baine,  D.P.  (1991,  March  14).  Printed  testimony  to  the 
Subcommittee  on  Defense  Committee  on 
Appropriations  United  States  Senate.  GAO  printing. 
Beck,  J.  (1991,  December  19).  Will  quality  be  a 
casualty  of  the  health-care  crisis?  Chicago 
..Tribune,  editorial,  p.  1. 

Behar,  L.  (1986).  A  state  model  for  child  mental 

health  services:  The  North  Carolina  Experience. 
Children  Today,  15(3),  16-21. 

Behar,  L.  Ft  Bragg  Demonstration  Project  -  Community 
Mental  Health  Services  for  Children/Adolescents. 
Newsletter  of  the  Division  of  Child  and  Family 

Sgryises,  pp.  3-14. 

Behar,  L.  (1990).  Financing  mental  health  services 
for  children  and  adolescents.  Bulletin  of  the 


61 


Menninaer  Clinic.  £1(1),  127-139. 

Belichick,  R.  (1991) .  The  sane  approach  to  mental 
health  care.  Risk  Management.  22.(5),  53-55. 

Berne,  F.  (1992,  January  6)  1992  health  care  outlays 

projected  at  $817  billion.  AHA  NEWS.  22.(1)  p.  1. 

Bickman,  L.  &  Dokecki  P.R.  (1989).  Public  and 

private  responsibility  for  mental  health  services 
American  Psychologist.  44,  1133-1137. 

Bickman,  L. ,  Heflinger,  C.A.,  &  Pion,  G.  (1989)  The 
evaluation  of  an  innovative  mental  health  system 
for  children:  initial  plans.  A  System  of  Care 
for  Children's  Mental  Health.  51-62. 

Borenstein,  D.  B.  (1990) .  Managed  care:  A  means  of 
rationing  psychiatric  treatment.  Hospitals  and 
Community  Psychiatry,  10,  1095-1098. 

Byron,  B.B.  (1991,  November).  Report  to  the  Chairman, 
Subcommittee  on  Military  Personnel  and 
Compensation,  Committee  on  Armed  Services,  House 
of  Representatives.  GAO  printing. 

Burns,  B.J.,  Smith,  J.,  Goldman,  H.H.,  Barth,  L.E.,  & 
Coulam,  R.F.  (1989).  The  CHAMPUS  Tidewater 
Demonstration  Project.  Mental  Health  Service. 
(43),  75-86. 

Cerne,  F.  (1989).  Get  vendor  promises  in  writing, 
experts  advise.  Hospitals.  12(1),  66. 


62 


Committee  on  Appropriations,  100th  Congress.  (1988). 
Department  of  Defense  Appropriations  Bill.  1988 
(Report  No.  100-410).  Washington,  DC:  U.S. 
Government  Printing  Office. 

Committee  on  Appropriations,  102d  Congress.  (1991). 
Department  of  Defense  Appropriations  Bill.  1992 
(Report  No.  102-154).  Washington,  DC:  U.S. 
Government  Printing  Office. 

Connor,  J.L.  (1990) .  Memorandum.  Rumbaugh  Mental  Health 
Clinic  contracting  officer  representative  (COR) 
duties.  (Includes  information  paper  by  Dohanos, 
D.W.) 

Data  Watch.  (1989).  Managed  care  has  minor  impact  on 
bottom  line.  Hamilton /KSA.  16,  22. 

Defense  Medical  Information  System  Data  File. 

(1982-1989) . 

Dorwart,  R.  A.  (1990) .  Managed  mental  health  care: 
myths  and  realities  in  the  1990s.  Hospital  and 
Community  Psychiatry.  41.  1087-1091. 

Edinburg,  G.  &  Cottier,  J.  (1990) .  Implications  of 
managed  care  for  social  work  in  psychiatric 
hospitals.  Hospitals  and  Community  Psychiatry. 

41,  1063-1064. 

Faltermayer,  E.  (1992,  March  23).  Let's  really  cure 
the  health  system.  Forture .  pp.  46-58. 


63 


Frank,  R.G.  &  McGuire,  T.G  (1990).  Mandating  employer 
coverage  of  mental  health  care.  Health  Affairs. 
2(1),  31-42. 

Information  Management.  (1989).  Get  vendor  promises 
in  writing,  experts  advise.  Hospitals.  66. 

Inquye,  Mr.  (1991  September) .  Department  of  Defense 
Appropriation  Bill,  1992,  102  Congress,  39. 

Jensen,  R.G.  (1989).  Contracting  out  military  health 
care.  Military  Medicine.  151(8),  394-398. 

Johnsson,  J.  (1991) .  Developing  a  winning  strategy  for 
managed  care  contracting.  Hospitals.  6§(19) ,  26- 
28,  30. 

Karlin,  K.  (1991,  August).  Health-care  reform 
proposed.  Legislative  Scene.  8(2.),  pp.  1-3. 

Kenkel,  P.J.  (1988) .  Managed  care  will  dominate 
within  a  decade-experts.  Modern  Healthcare. 
18(31),  31. 

Kenkel,  P.J.  (1991).  Defense  Dept's  cost-cutting 
could  forge  new  civilian  links.  Modern 
Healthcare.  21(18),  34. 

Kenkel,  P.J.  (1991) .  Programs  rein  in  mental 

healthcare  costs.  Modern  Healthcare.  21(24),  62. 

Kenkel,  P.J.  (1991).  Vying  for  control  of  CHAMPUS 
funds.  Modern  Healthcare.  21(14),  40-41. 

Kenkel,  P.J.  (1992).  High  utilization  rate  offsets 


64 


efficiencies  in  pilot  military  mental  healthcare 
program.  Modern  Healthcare.  32-33. 

Kenkel,  P.J.  (1992).  HMOs'  savings  have  'spillover 

effect' -studies .  Modern  Healthcare.  22(2),  30-31. 

Korenchuk,  K.M.  (1991).  Negotiating  6  analyzing 

managed  care  contracts.  Medical  Group  Management 
Journal.  M(i),  16-8,  20-3. 

Longnecker,  D.L.  (1991).  Psychiatric  Services  in  a 

managed  care  world.  Health  Systems  REVIEW.  24(3) , 
19,  22,  24-27. 

Managed  Care.  (1990).  Hospitals.  M(14) ,  22. 

Martinsons,  J.N.  (1988).  Are  HMOs  slamming  the  door  on 
psych  treatment?  Hospitals.  11(5),  50-56. 

Mason,  E.  (1991).  An  approach  to  mental  health 
services .  Journal  of  Occupational  Medicine , 

32(3),  302-304. 

McLaughlin,  M.A.  (Ii38) .  Monitoring  the  quality  of 

contracted  therapy  services  provided  by  a  vendor: 

A  model  for  home  health  services.  Quality  Review 
Bulletin,  14(2),  40-44. 

Nelson,  S.S.  (1991  December  9).  Families  find  special 
needs  met  at  a  cost.  Army  times,  p.  6. 

Nelson,  S.S.  (1991  May  4) .  Teenagers  lost  in  mental 
health  care  storm,  Army  times,  p.  18. 


Nelson,  S.S.  (1992  May  11) .  Time  Bomb,  Army  Times. 


65 


p.  3. 

North  Carolina  Department  of  Human  Resources  Division 
of  Mental  Health,  Development  Disabilities  and 
Substance  Abuse  Services,  Budget  proposal  for 
fiscal  year  1992. 

Pasztor,  A.  (1991,  August  26).  Military  medical 

system,  beset  by  budgetary  ills  and  riddled  with 
waste,  needs  some  doctoring.  Wall  Street  Journal. 

p.  1. 

Patterson,  D.Y.  (1990) .  Managed  care:  A  approach  to 
rational  psychiatric  treatment.  Hospital  & 
Community  Psychiatry.  41,  1092-1098. 

Pehrson,  K.L.  &  Lee,  B.J.  (1991).  The  clinical  and 

demographic  characteristics  of  pre-school,  latency 
and  adolescent  outpatients  in  military  child 
psychiatry  clinic.  The  Journal  of  the  US  Army 
Medical  Department.  37-41. 

Plunkett,  A.J.  (1992,  March).  CHAMPUS  mental  health 
care.  Virginia  Daily  Press,  pp.  A1-A4. 

Remington  L.  &  Hylton  P.  (1991).  Five  steps  to  help 
administer  successful  contracts.  Patient 
Accounting.  14(4),  2,  6. 

Rowley,  S.H.  (1992  May) .  Prescription  from  Canada. 
Chicago  Tribune  Magazine,  pp.  14-22. 


Simpson,  R.L.  (1991).  What  you  need  to  know  about 


Tsai 


66 

negotiating  contracts.  Nursing  Management.  22.(9), 
22-23. 

S.P.,  Reedy,  S.M. ,  Bernackl,  E.J.,  &  Lee,  E,S., 
(1988).  Effect  of  curtailed  insurance  benefits  on 
use  of  mental  health  care.  Medical  Care.  26(4) . 


430-441. 


APPENDIX  A 


DEFINITIONS 


DEFINITIONS 


CMHG  -  Cardinal  Mental  Health  Group,  Inc. 

CHAMPUS  -  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services 

COR  -  Contracting  Officer's  Representative 

CRI  -  CHAMPUS  Reform  Initiative 

DOD  -  Department  of  Defense 

FHC  -  First  Hospital  Corporation 

FY  -  Fiscal  Year 

HSC  -  Health  Services  Command 

IAW  -  In  Accordance  With 

LOS  -  Length  of  Stay 

MTF  -  Medical  Treatment  Facility 

NAS  -  Non-availability  Statement 

OCHAMPUS  -  Office  of  the  Civilian  Health  and  Medical 
Program  for  the  Uniformed  Services 
POC  -  Project  Oversight  Committee 

RMHDP  -  Rumbaugh  Mental  Health  Demonstration  Project 

SOW  -  statement  of  work 

WAMC  -  Womack  Army  Medical  Center 
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CHAPTER  1 


INTRODUCTION  TO  THE  INTERIM  REPORT 
FOR  THE  FORT  BRAGG  EVALUATION  PROJECT 


Purpose  of  the  Report 

This  is  an  interim  report  of  the  Fort  Bragg  Evaluation  Project  that  is  required  under  the 
contract  with  the  State  of  North  Carolina,  due  30  months  after  the  start  of  the  Evaluation  Project. 
It  is  intended  to  provide  a  picture  of  the  Evaluation  Project’s  findings  to  date.  It  should  be 
stressed,  however,  that  the  findings  in  this  report  should  not  be  considered  conclusive,  since  only 
partial  data  are  reported  here  and  each  sub-study  of  the  evaluation  is  currently  in  progress.  These 
studies  should  be  completed  for  the  final  report  that  is  due  at  the  end  of  the  project. 


The  Problem  that  the  Demonstration  Addresses 

Strong  consensus  exists  concerning  the  problematic  manner  in  which  mental  health  services 
are  provided  to  children.  Many  children  do  not  receive  any  services  and  others  receive 
inappropriate  services.  In  the  past  two  decades,  experts  (Knitzer,  1982;  Stroul  &  Friedman,  1986) 
have  highlighted  the  vast  discrepancy  between  the  numbers  of  children  and  youth  in  need  of  mental 
health  services  and  those  who  receive  appropriate  services.  It  is  estimated  that  11-19%  of  children 
and  adolescents  are  in  need  of  mental  health  services  (Saxe,  Cross  &  Silverman,  1988;  Tuma, 
1989).  More  than  half  of  these  children  receive  no  treatment,  and  many  who  are  treated  are 
receiving  inappropriate  care  (Saxe,  Cross,  &  Silverman,  1988).  Senator  Inouye  (1988)  maintains 
that  80%  of  the  children  who  need  services  are  receiving  inappropriate  care  or  none  at  all. 

There  is  also  agreement  that  unnecessarily  restrictive  treatment  settings  are  over-utilized 
(Dorwart,  et  al.,  1991;  NMHA,  1989;  Weithom,  1988).  Children  with  emotional  problems  are 
best  treated  in  the  least  restrictive,  most  normative  environment  that  is  clinically  appropriate. 
However,  according  to  Congressional  testimony,  the  number  of  children  placed  in  private  inpatient 
psychiatric  settings  increased  from  10,764  such  placements  in  1980  to  48,375  in  1984  —  a  450% 
increase  (Stroul  &  Friedman,  1986).  Moreover,  the  number  of  private  psychiatric  hospitals 
continues  to  grow  (Bickman  &  Dokecki,  1989).  The  best  estimate  (Bums,  1990)  to  date  is  that 
more  than  70%  of  the  funding  for  children’s  mental  health  services  nationwide  is  spent  on 
institutional  care. 

Contributing  to  this  problem  is  the  fact  that  alternative  treatment  settings  are  generally 
unavailable.  Knitzer  (1982),  Behar  (1985),  and  Silver  (1984)  all  reported  that  approximately  40% 
of  inpatient  placements  were  inappropriate  because  either  the  children  could  have  been  treated  in 
less  restrictive  settings,  or  the  placements  that  were  initially  appropriate  were  no  longer 
appropriate,  but  less  restrictive  treatment  settings  were  not  available.  This  remains  the  situation  in 
spite  of  evidence  that  even  severely  emotionally  disturbed  children  can  receive  treatment  while 
living  in  their  own  homes  when  a  comprehensive  system  of  care  is  present  in  the  community 
(Behar,  1985;  Moran,  1991). 
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Even  where  services  are  available,  the  lack  of  coordination  between  programs 
compromises  the  effectiveness  of  the  interventions  (Saxe,  Cross,  Silverman,  Batchelor,  & 
Dougherty,  1987;  Soler  &  Shaffer,  1990;  Stroul  &  Friedman,  1986).  Given  the  developmental 
complexity  and  multiple  needs  of  children  and  adolescents,  services  must  be  both  available  and 
coordinated  (Behar,  1985).  In  addition,  evidence  indicates  that  a  dedicated  program  of  research  is 
necessary  to  close  gaps  in  the  data  base  regarding  service  system  issues  and  to  build  the  knowledge 
base  pertaining  to  children’s  mental  health  service  systems  (Bums  &  Friedman,  1990). 


Continuum  of  Care  as  an  Alternative  to  Traditional  Systems 

The  continuum  of  care  approach  has  emerged  in  response  to  the  problems  characterizing 
mental  health  service  delivery  systems  for  children  and  adolescents.  The  term  continuum  of  care 
refers  to  the  comprehensive  range  of  services  required  to  treat  severely  disturbed  children  and 
adolescents  that  includes  both  nonresidential  and  residential  services  (Stroul  &  Friedman,  1986). 

As  children’s  mental  health  services  are  moved  toward  a  managed  care  system,  an  emphasis  on 
mid-range  or  intermediate  level  services  is  also  emerging  (Broskowski,  1992;  Rodriguez,  1992). 
This  approach  attempts  to  deliver  needed  services  on  an  individualized  basis  and  in  a  coordinated 
manner,  relying  on  case  management  to  integrate  treatment  programs  and  facilitate  transitions 
between  services.  It  also  is  designed  to  be  community-based,  involving  various  agencies  pertinent 
to  children’s  developmental,  social,  medical,  and  mental  health  needs. 

There  has  not  been  a  definitive  study  that  has  demonstrated  the  superiority  of  the  continuum 
of  care  model  to  the  traditional  method  of  service  delivery.  There  is  controversy  about  managed 
care  systems  in  general  and  its  application  to  children’s  mental  health  services  by  CHAMPUS  has 
recently  been  a  subject  of  a  congressional  hearing  (Nelson,  1992).  The  Fort  Bragg  Evaluation  is 
the  first  comprehensive  evaluation  of  a  system  of  care  that  includes  the  assessment  of  mental  health 
outcomes. 


The  Fort  Bragg  Demonstration  Project 

The  high  cost  of  providing  mental  health  services  to  the  children  and  adolescents  of  military 
personnel  stimulated  the  Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 
(CHAMPUS)  to  consider  alternatives  to  the  existing  delivery  system.  In  1983,  CHAMPUS  alone 
spent  $74  million  on  inpatient  mental  health  hospitalization  for  dependent  children.  Between  1985 
and  1989  mental  health  costs  for  both  children  and  adults  doubled  to  more  than  $600  million  per 
year  even  though  the  number  of  beneficiaries  remained  relatively  constant.  Inpatient  care  increase 
from  $200  million  to  almost  $500  million  in  the  same  5  year  period  and  mental  health  care  to 
children  and  adolescents  in  hospitals  and  residential  treatment  centers  accounted  for  3  out  of  every 
4  days  of  inpatient  mental  health  care  (GAO,  1991).  Recently,  the  DOD  has  responded  to  the 
increases  in  CHAMPUS  costs  by  implementing  a  Coordinated  Care  effort  that  makes  local  hospital 
commanders  responsible  for  limiting  expenditures  in  their  catchment  area.  Under  Coordinated 
Care,  more  beneficiaries  are  treated  in  military  hospitals.  The  Department  of  Defense  has  also 
authorized  payment  of  partial  hospitalization  beginning  May  1992. 
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In  pursuit  of  alternatives  to  traditional  CHAMPUS  services,  the  Department  of  the  Army, 
in  August  of  1989,  funded  the  Fort  Bragg  Child  and  Adolescent  Mental  Health  Demonstration 
Project  (the  Demonstration)  through  a  contract  with  the  North  Carolina  Department  of  Human 
Resources,  Division  of  Mental  Health,  Developmental  Disabilities,  and  Substance  Abuse  Services 
(MH/DD/SAS). 

The  State  has  contracted  through  the  Lee- Harnett  MH/DD/SA  area  Program  with  Cardinal 
Mental  Health  Group,  Inc.  (Cardinal),  a  private,  not-for-profit  corporation,  to  provide  a  continuum 
of  care  for  the  Fort  Bragg  catchment  area.  For  a  period  of  four  years,  mental  health  and  substance 
abuse  services  are  being  provided  to  those  in  need  to  over  42,000  children  and  adolescent 
dependents  of  military  personnel  in  the  Fort  Bragg  area.  Using  a  closed  system  or  exclusive 
provider  organization  (EPO)  model,  families  seeking  services  for  their  children  and  adolescents  are 
required  to  use  the  Demonstration’s  clinical  services,  which  are  free,  or  they  may  choose  to  seek 
and  pay  for  services  on  their  own.  The  range  of  services  includes  both  nonresident! al  and 
residential  components.  Cardinal  has  contracted  with  individuals  and  agencies  in  the  community 
already  providing  traditional  mental  health  services  such  as  outpatient  therapy  and  acute  inpatient 
hospitalization  and  is  itself  a  major  provider  of  outpatient  treatment.  For  the  middle  or 
intermediate  level  of  the  continuum,  those  services  not  previously  available  in  Fayetteville  nor 
typically  available  across  the  country.  Cardinal  developed  services  that  include  in-home  counseling, 
after-school  educational  treatment  services,  day-treatment  services,  therapeutic  homes,  specialized 
group  homes,  24-hour  crisis  management  team,  and  outpatient  treatment.  All  children  and 
adolescents  requesting  services  receive  a  comprehensive  intake  assessment  to  determine  the 
appropriate  level  of  service.  These  services  are  provided  through  the  Rumbaugh  Clinic. 

For  children  using  more  than  just  outpatient  services,  the  clinical  services  are  coordinated 
with  the  other  child-serving  agencies/practitioners  in  the  community,  especially  pediatric,  education 
and  protective  services.  Services  within  the  continuum  and  across  other  agencies  are  linked 
together  through  a  case  management  component.  Related  services  to  parents  are  also  provided. 


The  Fort  Bragg  Evaluation  Component 

The  Center  for  Mental  Health  Policy  of  the  Vanderbilt  Institute  for  Public  Policy  Studies  at 
Vanderbilt  University,  was  awarded  a  subcontract  by  the  North  Carolina  MH/DD/SAS  to  conduct 
an  independent  evaluation  of  the  Demonstration.  Four  critical  issues  are  addressed  by  the 
Evaluation  Project: 

1.  implementation  of  the  Demonstration  and  issues  concerning  its  replication  at  other 
sites; 

2.  quality  of  two  key  service  components  provided  by  the  Demonstration; 

3.  mental  health  outcomes  of  the  children  and  adolescents  who  receive  services  at  the 
Demonstration  and  Comparison  sites;  and 

4.  cost  and  utilization  of  services  delivered  at  the  Demonstration  and  Comparison 
sites. 
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These  substudies  tap  the  central  issues  in  determining  the  merit  of  the  demonstration  and 
are  thus  critical  areas  that  a  comprehensive  evaluation  needs  to  consider.  The  Evaluation  must 
first  determine  how  the  program  was  actually  implemented  so  that  the  key  features  of  the  system 
can  be  described.  It  is  also  important  to  assess  the  quality  of  the  system’s  critical  components  that 
play  a  major  role  in  determining  the  success  of  the  intervention.  The  Evaluation  must  also  inform 
us  about  the  success  of  the  Project  in  changing  children’s  lives.  Finally  the  Evaluation  requires  an 
estimate  of  the  cost  of  the  services  delivered  so  as  to  make  the  ultimate  judgement  about  the  cost 
effectiveness  of  the  demonstration.  The  purposes  and  procedures  followed  in  each  of  these 
substudies  is  described  below. 


Implementation  Evaluation 

Essential  to  the  conduct  of  a  high  quality  evaluation  is  the  need  to  address  questions  of 
program  conceptualize  don,  design,  and  implementation  (Hargreaves  &  Shumway,  1989;  Rossi  & 
Freeman,  1985).  This  aspect  o.  the  evaluation  examines  the  theories  and  assumptions  underlying 
the  hypothesis  that  a  specific  intervention  should  be  successful,  works  toward  ensuring  that  the 
program’s  major  goals,  individual  components,  and  specific  activities  do  indeed  "fit  together," 
follow  a  logical  sequence,  and  appear  likely  to  produce  the  desired  outcomes.  Moreover,  as 
evaluators  have  been  frequently  reminded  (e.g.,  Rezmovic,  1984;  Scheirer,  1981),  it  is  unwise  to 
simply  assume  that  the  program  will  be  delivered  as  planned  to  its  intended  recipients.  Various 
problems  can  surface,  despite  the  best  efforts  of  program  architects,  including:  temporary  or 
permanent  obstacles  to  the  program  reaching  all  members  of  the  target  population;  inability  to 
provide  the  required  treatment  "dosage";  and  consistent  delivery  of  high  quality  treatment  to  all 
participants.  Thus,  it  becomes  important  that  structural,  environmental,  and/or  political  barriers 
responsible  for  diluting  full-scale  implementation  of  the  program  be  documented. 

Another  reason  for  measuring  program  implementation  is  to  gain  better  insight  into  the 
relationships  between  program  inputs  and  outcomes.  For  example,  determinations  can  be  made  as 
to  which  program  elements  or  processes  appear  more  effective  than  others  and  which  classes  of 
program  recipients  benefit  most  from  the  intervention.  In  addition,  the  thorough  description  of 
services  actually  provided  will  advance  the  field  in  the  effort  to  define  various  components  of  the 
continuum  of  care.  Finally,  implementation  data  gathered  throughout  the  course  of  the  program 
(i.e.,  from  its  initial  "start  up"  phase  through  its  "fully  operational"  stage),  can  be  used  as  a  guide 
to  others  who  wish  to  replicate  the  program  in  different  sites. 

The  overall  strategy  for  examining  program  implementation  is  based  on  both  Chen  and 
Rossi’s  (1983)  "theory-driven"  approach  to  program  evaluation  and  Bickman’s  program  theory 
(1987;  1990)  and  component  theory  (1985)  of  evaluation.  Whereas  the  "theory-driven"  perspective 
essentially  aims  at  developing  models  that  identify  the  causal  and  operational  linkages  among 
program  elements,  the  component  approach  proceeds  one  step  further.  Here  the  emphasis  is 
placed  on  discerning  distinct  philosophies,  "subtheories,"  and  activities,  along  with  the  linkages 
among  these,  within  the  individual  program  elements/components  (see  Graham  &  Birchmore- 
Timney,  1989  for  an  example  of  this  strategy).  Thus,  combining  these  approaches  should  result  in 
a  descriptive  model  of  program  structure,  process,  and  outcomes  for  the  Fort  Bragg  service 
delivery  system  as  a  whole  and  for  each  of  the  service  components  that  are  incorporated  under  its 
administrative  umbrella. 


Bl-4 


For  the  purposes  of  understanding  and  evaluating  the  program  at  Fort  Bragg,  this  strategy 
seems  particularly  appropriate.  The  Demonstration  is  an  attempt  to  develop  and  implement  a 
model  service  delivery  system  for  addressing  the  mental  health  needs  of  children  and  adolescents. 
At  the  same  time,  this  system  is  composed  of  several  different  types  of  treatment  settings  and 
facilities.  While  all  of  these  individual  aspects  of  the  program  may  subscribe  to  the  overall 
philosophy  and  values  held  by  Demonstration  program  administrators  and  staff,  they  also  have 
their  own  set  of  theories  and  values  that  define  and  guide  the  structure,  recipients,  process,  and 
outcomes  of  their  efforts;  not  all  of  these  may  overlap  perfectly  with  those  of  the  Demonstration 
program.  For  example,  one  key  element  of  the  philosophy  encompassed  by  the  Demonstration 
Project  concerns  the  need  to  involve  the  family  in  treatment.  While  this  thrust  has  certain 
overarching  features,  the  way  it  is  operationalized  on  a  daily  basis  by  different  components  (e.g., 
the  types  and  amount  of  information  on  the  child’s  progress  reported  to  the  family  by  staff  in 
residential  treatment  centers  vs.  group  homes),  or  even  by  different  providers  within  these 
components,  may  vary.  As  such,  understanding  both  the  set  of  theories  and  values  that  underlie 
the  overall  Demonstration  service  delivery  system  and  those  influencing  the  operation  of  its 
individual  "building  blocks"  is  important  to  assessing  program  implementation. 

Once  accurate  conceptual  and  operational  models  of  the  program  have  been  developed,  they 
are  translated  into  variables  that  can  reflect  the  degree  of  program  implementation.  Here,  the  goal 
is  to  collect  information  that  will  assess  coverage,  bias,  and  outputs.  Data  for  ascertaining  the 
fidelity  of  the  program  to  its  intended  conceptualization  and  design  are  obtained  from  six  basic 
sources:  (1)  program  services  records  on  client  characteristics,  diagnoses,  client  movement 
through  the  Demonstration,  and  services  delivered;  (2)  client  files  (e.g.,  types  of  case  management 
received);  (3)  reports  by  parents  and  significant  others  (e.g.,  perceptions  as  to  the  extent  they  were 
involved  in  treatment);  (4)  reports  by  service  providers  and  others  involved  in  the  child’s  treatment 
regarding  the  characteristics  of  services  delivered;  (5)  peer  review  of  treatment  received  (e.g.,  the 
extent  to  which  the  child  was  treated  in  the  least  restrictive,  appropriate  setting);  and  (6) 
observational  data. 


Determining  the  Quality  of  Services 

A  significant  issue  concerning  mental  health  systems  in  the  coming  decade  is  the  need  for 
research  on  assessment,  monitoring,  and  improvement  of  the  quality  of  mental  health  services 
(Bickman  &  Peterson,  1990;  Peterson  &  Bickman,  in  press;  Wells,  1988).  Providers  currently 
must  meet  the  typically  minimal  requirements  of  legislative  mandates,  hospital  accreditation 
programs,  and  private  insurance  carriers  for  providing  quality  care.  However,  the  changing  nature 
of  the  mental  health  system  has  stimulated  the  need  for  systematic  research  on  the  nature  of 
quality.  The  body  of  research  concerned  with  defining,  assessing,  and  assuring  quality  of  mental 
health  services  is  not  well-developed  and,  in  fact,  lags  far  behind  advances  in  the  physical  health 
area,  and  in  general,  other  mental  health  research  issues.  While  there  exists  considerable 
philosophical  and  methodological  difficulties  in  defining  and  measuring  the  quality  of  mental  health 
services,  the  importance  of  this  topic  warrants  vigorous  investigation  (Palmer,  Donabedian,  & 
Povar,  1991). 
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The  quality  assessment  approach  of  the  Evaluation  has  two  tracks.  One  track  reviews  the 
quality  improvement  (QI)  activities  of  Cardinal  at  the  Demonstration  site,  which,  according  to  the 
stipulations  of  the  Department  of  the  Army  contract,  follow  the  requirements  of  the  Joint 
Commission  on  Accreditation  of  Health  Care  Organizations  (JCAHO).  Consistent  with  the 
JCAHO  model,  QI  is  a  complex  management  tool,  including  (1)  credentialling  and  privileging  of 
clinicians;  (2)  monitoring  against  indicators  of  quality  programming;  (3)  clinical  care  studies;  and 
(4)  utilization  review.  Indicators  are  developed  for  each  service  component  to  reflect  issues  of 
quality  and  to  identify  areas  needing  further  investigation  through  clinical  care  studies.  Examples 
of  such  indicators  are  (a)  in  emergency  services,  the  number  of  clients  moving  from  telephone 
interview  to  face-to-face  interview  to  hospital  admission  per  month;  or  (b)  in  diagnostic  services, 
the  number  of  days  elapsing  between  the  family’s  request  for  services  and  the  scheduled  intake 
assessment.  Essentially,  in  areas  where  the  Demonstration  plans  to  implement  QI  activities,  the 
Evaluation  is  assessing  the  extent  to  which  the  Demonstration  meets  its  own  QI  criteria  and 
standards. 

The  Quality  Study  is  assessing,  at  the  program  level,  the  quality  of  two  operational  service 
components  that  are  unique  and  crucial  to  the  continuum  of  care  model.  These  are  components 
that  are  not  direct  treatment  services  (e.g.,  outpatient  care,  day  treatment).  Instead,  the  component 
level  of  evaluation  focuses  on  two  key  aspects  of  the  continuum  of  care  —  intake  assessment  and 
case  management.  These  two  system  components  were  chosen  for  analysis  because  they  are 
especially  vital  to  the  effectiveness  of  the  Demonstration  model.  Thus,  they  are  defined, 
developed,  and  implemented  differently  in  the  continuum  of  care  than  in  typical  treatment  settings. 

This  study  utilizes  a  five-step  process  to  develop  the  instrumentation  to  assess  the  quality  of 
the  intake  assessment  and  case  management  components.  The  definition  and  measurement  of 
quality  is  a  value-laden  activity  that  needs  to  take  into  account  several  factors:  standards  within 
the  field,  including  external  standards  such  as  those  of  JCAHO,  as  well  as  those  commonly 
accepted  as  "good  practice"  by  professionals  in  the  field.  In  addition,  following  from  the  health 
care  field,  increasing  emphasis  is  being  placed  upon  including  the  perspectives  of  consumers  of 
services  in  defining  quality.  Because  of  the  importance  of  obtaining  these  different  perspectives  in 
defining  quality,  a  methodology  called  structured  concept  mapping  (Trochim,  1989)  has  been  used 
to  obtain  the  perceptions  of  quality  characteristics  in  the  two  components  from  key  stakeholder 
groups  at  the  Demonstration  Project-administrators,  the  clinical  staff  in  the  two  components,  and 
parents  whose  children  are  receiving  services. 

The  five  activities  that  are  being  undertaken  are  these:  (1)  stakeholders’  conceptualization 
of  the  characteristics  of  quality  in  the  two  components;  (2)  development  of  the  instruments  by 
combining  information  from  stakeholders,  existing  standards  (e.g.,  JCAHO  standards)  and  prior 
research;  (3)  review  of  instruments  by  experts  in  the  field  and  selected  stakeholder  representatives; 
(4)  pilot  testing  and  revisions;  and  (5)  validation  of  instruments  by  comparing  the  ratings  of  an 
external  evaluation  team  with  self-ratings  by  staff  in  the  components. 
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Measuring  Mental  Health  Outcomes 

Currently,  little  information  is  available  on  the  effects  of  innovative  models  of  mental  health 
treatment  on  clinical  outcomes.  Several  major  efforts  are  underway  to  demonstrate  and  evaluate 
systems  of  care,  including  the  Robert  Wood  Johnson’s  Mental  Health  Services  Program  for  Youth 
(Beachler,  1990)  and  the  Ventura  Project  (Jordan  &  Hernandez,  1990).  Attempts  to  individualize 
services  are  also  being  reported,  such  as  Kaleidoscope  in  Illinois,  the  Alaska  Youth  Initiative,  and 
Project  Wraparound  in  Vermont  (Burchard  &  Clarke,  1990).  These  latter  efforts,  however,  have 
been  aimed  at  small  populations  of  children  and  adolescents  with  severely  maladjusted  behavior 
who  were  receiving  intensive  and  expensive  services,  often  out  of  state.  Results  released  to  date 
have  focused  on  costs  and  levels  of  service,  with  little  information  on  mental  health  outcome  for 
the  clients  in  question.  Furthermore,  this  work  is  difficult  to  generalize  to  a  community-based 
effort  involving  children  and  adolescents  with  a  wide  range  of  types  and  severity  of  problems. 

Key  questions  that  address  mental  health  outcomes  in  the  Fort  Bragg  Evaluation  include: 

(1)  Are  there  improvements  in  mental  health  outcomes  of  the  children  and  adolescents 
served  in  the  Demonstration? 

(2)  Do  the  children  and  adolescents  served  in  the  Demonstration  exhibit  equal  or  greater 
improvement  than  comparable  children  and  adolescents  receiving  mental  health 
services  in  the  Comparison  sites? 

(3)  What  mediating  factors  and  processes  contribute  to  the  outcomes? 

Mental  health  outcomes  are  being  studied  longitudinally  to  assess  whether  children’s  clinical 
conditions  improve  more  and  faster  than  children  in  the  Comparison  settings.  Additionally,  the 
Evaluation  is  studying  whether  the  children  and  their  families  are  more  satisfied  with  continuum  of 
care  services  than  comparable  families  at  the  Comparison  sites.  Follow-up  interviews  by 
Evaluation  staff  are  taking  place  6,  and  12  months  after  the  first  interview. 

Since  the  Evaluation  is  unable  to  utilize  random  assignment  of  children  to  different  systems 
of  care  (Bickman,  1992),  the  inclusion  of  Comparison  Sites  in  this  project  is  critical  in  order  to 
examine  the  effectiveness  of  the  Demonstration.  Two  Comparison  sites  designated  by  the  Army 
are  located  at  Fort  Campbell,  Kentucky,  and  at  Fort  Stewart,  Georgia,  where  children  and 
adolescents  receive  care  traditionally  covered  by  CHAMPUS.  These  CHAMPUS  covered  services 
include  psychiatric  hospitalization,  care  in  a  residential  treatment  facility,  and  outpatient  services. 
Moreover,  there  is  no  single  point  of  entry  nor  coordination  of  services  through  case  management 
as  in  the  Demonstration.  The  sites  involved  in  the  study  are  the  catchment  areas  serviced  by  the 
military  hospitals  of  three  southeast  United  States  Army  posts.  The  Demonstration  site  is  the 
catchment  area  of  Womack  Army  Community  Hospital  located  at  Fort  Bragg,  North  Carolina. 

The  Comparison  sites  are  the  catchment  areas  of  Blanchfield  Army  Community  Hospital,  located  at 
Fort  Campbell,  Kentucky,  and  Winn  Army  Community  Hospital,  located  at  Fort  Stewart,  Georgia. 
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In  selecting  the  Comparison  sites,  primary  consideration  was  given  to  the  following  factors: 
geographic  location,  size  of  military  and  dependent  populations,  types  of  units  assigned  and 
readiness  requirements  of  the  major  command,  and  availability  of  on-post  mental  health  services. 
Comparison  sites  were  chosen  based  on  their  high  degree  of  comparability. 

The  two  Comparison  sites  selected  are  located  in  southeastern  states  that  have  climatic, 
geographic,  and  cultural  conditions  similar  to  that  of  North  Carolina.  Furthermore,  as  with  Fort 
Bragg,  each  site  encompasses  multiple  small  to  medium  size  civilian  communities  and  is  within  60 
miles  of  a  large  metropolitan  area.  FY90  figures  for  the  relevant  dependent  population  of  Fort 
Bragg,  Fort  Campbell,  and  Fort  Stewart  reveals  that  the  Fort  Bragg  area  is  approximately  equal  in 
size  and  composition  to  the  combination  of  the  Comparison  sites.  Although  the  sites  have  different 
major  commands  and  different  non-di visional  units,  a  number  of  similarities  in  mission  exist  that 
make  the  Comparison  sites  fairly  similar  to  the  Demonstration  site. 

It  should  be  noted  that  in  the  winter  of  1991  and  spring  of  1992  the  types  of  services  at 
these  Comparison  sites  were  altered  under  the  Army’s  new  Gateway  to  Care  system.  However,  no 
data  or  information  about  the  clients  or  this  new  system  is  provided  in  this  report.  The  final  report 
will  discuss  the  introduction  of  the  Gateway  system. 


Data  collection  strategies 

The  primary  sources  of  mental  health  outcome  data  are  the  research  participants  themselves 
—  the  children  and  adolescents  and  their  families  who  are  receiving  mental  health  services  at  the 
Demonstration  or  the  Comparison  sites.  These  interviews  use  multiple  measures  and  are  designed 
to  be:  (a)  comprehensive,  providing  information  on  a  multitude  of  child  and  family  variables;  (b) 
standardized,  through  the  use  of  established  instruments  and  trained  interviewers;  and  (c)  feasible, 
asking  children  and  parents  to  provide  adequate  but  not  excessive  amounts  of  information. 

The  Evaluation  emphasizes  the  recruitment  of  study  participants  who  are  receiving  more 
than  outpatient  care  (e.g.,  day  treatment,  residential  treatment,  family  preservation,  inpatient). 

The  importance  of  focusing  on  these  clients  is  primarily  motivated  by  two  factors.  First  is  the 
significance  of  this  population.  This  is  the  most  costly  group  to  treat,  as  well  as  most  severely  ill 
group  in  treatment  and  in  the  population.  Second,  it  is  of  great  theoretical  significance  to  have  a 
sample  of  sufficient  size  with  which  to  compare  the  wide  range  of  services  and  outcomes  from  the 
Demonstration  site  with  the  limited  range  of  services  and  resulting  child  and  family  outcomes  from 
the  Comparison  sites.  Thus,  the  Evaluation  rather  than  attempting  to  recruit  a  representative 
sample  of  clients  at  either  the  Demonstration  or  the  Comparison  sites  has  focused  on  the  more 
severely  disabled  at  all  sites. 

After  a  child  or  adolescent  is  recommended  for  treatment  by  the  intake  assessment  team  at 
the  Demonstration  site  or  enters  services  at  the  Comparison  sites,  the  Evaluation  staff  conducts  the 
first  of  three  comprehensive,  in-person  interviews  with  the  child  or  adolescent  and  family.  The 
primary  data  collection  effort  focuses  on  the  children’s  clinical  functioning.  The  data  on  children 
includes  psychiatric  status,  behavior  problems  and  social  competence,  level  of  functioning,  self¬ 
esteem,  and  school  adjustment  and  achievement.  Data  are  collected  through  similar  interviews 
with  the  child  and  parent,  as  well  as  through  self-report  measures  and  questionnaires. 


Bl-8 


The  instrument  package  developed  for  this  study  consists  of  a  combination  of  structured  and 
semi-structured  interviews,  behavioral  checklists,  and  self-report  questionnaires.  Most  of  the 
instruments  have  been  well  standardized  and  have  been  used  in  similar  research  on  child 
psychopathology.  The  domain  of  child  psychopathology  is  measured  by  the  Child  Assessment 
Schedule  (CAS)  (Hodges,  Kline,  Fitch,  McKnew,  &  Cytryn,  1981;  Hodges,  Kline,  Stem,  Cytryn, 
&  McKnew,  1982),  including  the  parallel  form,  the  Parent-CAS  (PCAS);  selected  modules  from 
the  revised  Diagnostic  Interview  Schedule  for  Children  (DISC-2.1)  (Shaffer,  Fischer,  Piacentini, 
Schwab-Stone,  &  Wicks,  1989);  the  Child  Behavioral  Checklist  (CBCL)  (Achenbach  &  Edelbrock, 

1983) ;  and  the  Youth  Self-Report  (YSR)  (Achenbach  &  Edelbrock,  1987)  for  teenagers.  The 
Family  Background  Form  (FBF)  and  the  Interview  Protocol  for  Family  Makeup  and  Child’s 
Treatment  Background,  both  developed  at  Vanderbilt,  are  used  to  collect  background  information, 
including  the  child’s  physical  and  mental  health  history,  experiences  with  schools,  and  contacts 
with  law  enforcement  and  court  systems. 

To  measure  social  functioning,  a  questionnaire,  the  Self-Perception  Profile  (SPP)  (Harter, 
1982),  is  used.  The  CBCL  and  the  YSR  also  include  items  that  measure  social  functioning.  In 
addition,  the  interviewer  completes  the  Global  Level  of  Functioning  (GLOF),  a  modification  of  the 
Child  Global  Assessment  Scale  (CGAS)  (Shaffer  et  al.,  1983),  and  the  Child  and  Adolescent 
Functional  Assessment  Scale  (CAFAS)  (Hodges  &  Ring-Kurtz,  1991),  developed  by  Kay  Hodges 
in  conjunction  with  this  project  and  modeled  after  the  North  Carolina  Functional  Assessment  Scale 
(NCFAS),  which  was  developed  primarily  for  use  with  adults. 

An  additional  questionnaire  was  developed  by  Vanderbilt  to  measure  how  satisfied  clients 
and  their  families  are  with  the  services  they  receive  at  the  Demonstration  and  Comparison  sites. 
Issues  addressed  at  both  the  individual  service  component  and  global  levels  include:  (a)  access  and 
convenience;  (b)  involvement  in  treatment  decision-making;  (c)  relationships  with  therapists  and 
other  staff  members;  and  (d)  expectations  and  effectiveness  of  services.  Additional  collateral  data 
were  collected  from  the  child’s  teacher  using  the  Teacher  Report  Form  (Edelbrock  &  Achenbach, 

1984)  and  from  the  child’s  therapist  using  a  survey  specially  developed  for  this  project. 

In  the  development  of  this  package,  each  instrument  has  undergone  a  series  of  pilot-tests 
and  refinements  based  on  feedback  received.  Several  of  the  instruments  have  been  adapted  for  use 
in  this  package  and  altered  to  eliminate  duplication  of  items  among  instruments  and  to  enhance 
readability.  The  instrumentation  package  has  undergone  review  by  members  of  a  family  advocacy 
organization  as  well  as  black  and  hispanic  mental  health  experts  for  possible  cultural  biases. 


Data  management/quality  assurance 

To  assure  high  quality  interview  data,  all  interviewers  participate  in  an  intensive  5-day 
training  program  and  subsequent  independent  work.  To  qualify  to  collect  data,  each  interviewer 
must  reach  criteria  (Kappa =.90)  in  the  administration  of  the  Child  Assessment  Schedule  (CAS)  to 
five  practice  cases.  In  order  to  maintain  quality,  every  interview  (with  the  subject’s  permission)  is 
recorded  on  audiotape.  A  10%  sample  of  each  interviewer’s  tapes  is  reviewed  by  a  trained 
instructor. 


Cost  and  Utilization  Analysis 

The  primary  objective  of  the  Cost  study  of  the  Evaluation  Project  is  to  determine  whether 
the  cost  of  delivering  continuum  of  care  services  is  comparable  or  lower  than  the  cost  of  delivering 
care  at  the  Comparison  sites. 

Many  interested  parties  including  mental  health  professionals,  managers  of  managed  care 
programs  and  insurers  require  information  on  mental  health  care  delivery  systems  that  promise 
reduced  use  of  expensive  and  restrictive  inpatient  care  and  smoother  transitions  from  critical 
episodes  back  to  fully  normal  lifestyles.  To  serve  this  broader  interest,  a  different  definition  of 
relevant  costs  is  necessary.  All  the  costs  borne  by  any  segment  of  society  are  potentially  relevant, 
though  some  of  these  costs  may  prove,  on  dose  inspection,  not  to  involve  the  use  of  scarce 
resources  but  merely  to  transfer  titles  of  resources  among  individuals,  corporations,  and 
government  units. 

Cost  data  is  being  assembled  from  both  the  Demonstration  site  and  the  Comparison  sites. 
Efforts  are  being  made  to  express  all  costs  in  dollar  terms,  either  through  measurement  or 
estimation.  However,  as  noted  by  Weisbrod  (1981),  there  likely  will  be  some  costs  that  are  very 
difficult  to  express  in  dollar  terms  (e.g.,  psychic  losses).  The  magnitude  of  these  will  be  estimated 
and  compared  across  study  sites  without  conversion  to  dollar  units. 

At  the  Demonstration  site  and  the  Comparison  sites,  the  research  team  is  collecting  cost 
data  at  the  system  level  as  well  as  on  individuals  participating  in  the  study.  The  system  level  data 
allows  estimation  of  total  and  average  resource  consumption  for  client  sub-populations  while  the 
individual-level  data  permits  estimation  of  costs  associated  with  different  treatment  regimes.  In 
addition,  the  individual  cost  data  serves  as  a  check  on  system  data.  For  example,  if  the  system 
level  data  suggest  a  reduction  in  costs  for  children  with  behavioral  disorders,  the  research  team 
will  look  to  the  sample  of  such  children  (using  the  diagnoses  determined  by  the  research  team)  to 
determine  whether  the  apparent  reduction  in  costs  is  actual  or  is  due  to  changes  in  diagnostic 
procedures  by  mental  health  providers. 

The  general  strategy  for  assessing  the  cost  of  each  service  includes  three  steps:  (1) 
development  of  a  list  of  resources  consumed,  including  units  of  each  resource;  (2)  estimation  of  a 
unit  dollar  value  for  each  resource;  and  (3)  estimation  of  total  dollar  costs  by  multiplying  resources 
consumed  by  appropriate  unit  dollar  values  and  summing  these  products.  Developing  the  list  of 
resources  and  estimating  unit  costs  often  relies  on  the  same  data  source.  For  example,  billing 
records  provide  lists  of  resources  consumed  as  well  as  initial  estimates  of  the  dollar  value  of  those 
resources.  However,  in  many  cases  alternative  data  sources  (i.e.,  sources  other  than  those  used  to 
estimate  resource  consumption)  may  be  used  as  estimates  of  unit  costs.  For  example,  with  some 
resources,  national  estimates  of  unit  cost  may  be  used  in  place  of  local  figures. 

The  ultimate  objective  of  the  costs  and  utilization  component  of  the  Evaluation  is  to 
estimate  the  cost-effectiveness  of  the  Demonstration  and  to  compare  that  estimate  to  the  cost 
effectiveness  of  alternatives.  This  interim  report  is  a  preliminary  examination  of  the  Department 
of  the  Army’s  costs  for  clinical  services  at  the  Demonstration  at  Fort  Bragg.  It  compares  total 
Department  of  the  Army  costs  and  service  utilization  at  Fort  Bragg  to  CHAMPUS  costs  and 
utilization  at  the  Comparison  sites.  As  a  further  comparison,  data  from  CHAMPUS’s  Regional 
Workload  Summary  for  Fort  Hood  are  used  to  examine  per  capita  costs  and  utilization. 
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CHAPTER  2 

THE  IMPLEMENTATION  STUDY 


The  general  purpose  of  the  Implementation  Study  is  to  ascertain  to  what  extent  the 
Demonstration  was  implemented  as  planned  and  which  aspects  of  the  program  should  be  included 
in  any  replication  efforts  in  the  future.  The  initial  efforts  of  the  Implementation  Study  have  been 
focused  on  the  documentation  of  the  actual  implementation  of  the  Fort  Bragg  Child/  Adolescent 
Mental  Health  Demonstration  Project  and  any  discrepancies  from  the  original  plan.  These  efforts 
also  have  involved  examination  of  the  major  activities  undertaken  to  plan  and  develop  the 
continuum  of  care  and,  thereafter,  to  begin  delivering  services  to  the  children  and  adolescents  in 
the  Fort  Bragg  area  and  the  factors  that  either  facilitated  or  erected  obstacles  to  successful 
implementation.  The  following  chapter  is  divided  into  two  sections  that  report  on  two  discrete 
stages  of  implementation  of  the  Demonstration: 

♦  August  18,  1989  -  May  31,  1990:  the  time  period  between  the  award  of  the  contract 
and  the  initiation  of  service  delivery  during  which  the  continuum  of  care  was  to  be 
planned  and  developed. 

♦  June  1,  1990  -  June  30,  1991:  the  first  thirteen  months  of  service  delivery. 

Each  section  contains  information  on  the  methods  used  in  the  Implementation  Study  in  addition  to 
the  results  of  the  study. 

The  initial  efforts  of  the  Implementation  Study  have  been  focused  on  the  documentation  of 
the  actual  implementation  of  the  Fort  Bragg  Child/  Adolescent  Mental  Health  Demonstration 
Project  and  any  discrepancies  from  the  original  plan.  These  efforts  have  also  involved  examination 
of  the  major  activities  undertaken  to  plan  and  develop  the  continuum  of  care  and,  thereafter,  to 
begin  delivering  services  to  the  children  and  adolescents  in  the  Fort  Bragg  area  and  the  factors  that 
either  facilitated  or  erected  obstacles  to  successful  implementation.  Two  discrete  stages  of 
implementation  of  the  Demonstration  are  presented. 

Between  August  18,  1989,  and  May  31,  1990,  the  contract  for  the  Fort  Bragg  Child/ 
Adolescent  Mental  Health  Demonstration  Project  was  awarded  and  the  service  delivery  system  was 
developed.  During  this  "start-up"  period,  in  general,  it  can  be  concluded  that  several  of  the  major 
tasks  required  for  getting  the  Fort  Bragg  Demonstration  Project  "up  and  running"  were 
accomplished  by  the  two  units  responsible  for  developing  the  program  -  i.e.,  the  Division  of 
Mental  Health,  Developmental  Disabilities,  and  Substance  Abuse  Services  (MH/DD/SAS)  located 
within  the  North  Carolina  Department  of  Human  Resources  and  Cardinal  Mental  Health  Group, 
Inc.,  through  the  Rumbaugh  Child  and  Adolescent  Mental  Health  Clinic.  As  the  actual  contract 
awardee,  MH/DD/SAS  carried  out  the  key  managerial  activities  that  culminated  in  the  formal 
dedication  of  the  Major  General  James  H.  Rumbaugh,  Jr.,  Child  and  Adolescent  Mental  Health 
Clinic  on  May  14,  1990  and  its  official  commencement  of  providing  services  to  clients  on  June  1 , 
1990.  Included  in  these  efforts  were  such  prerequisite  tasks  as  acquiring  the  facility,  arranging  for 
a  nonprofit  corporation  to  serve  as  the  formal  administrative  and  legal  entity  for  the  Demonstra¬ 
tion’s  operations,  negotiating  funding  agreements,  establishing  mechanisms  for  monitoring  and 
oversight,  and  hiring  key  administrative  staff  for  services  planning  and  management.  The  Division 
of  MH/DD/SAS  also  was  responsible  for  arranging  that  an  independent,  comprehensive  evaluation 
of  the  Demonstration  was  set  into  motion. 
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Examining  Rumbaugh  Mental  Health  Clinic  itself,  the  majority  of  "start-up"  tasks  centered 
on  the  creation  of  the  two  major  organizational  segments  necessary  to  implement  the  continuum  of 
care  (i.e.,  the  configuration  of  clinical  services  and  the  administrative  structure  to  support  these 
services).  In  terms  of  developing  the  necessary  management  structures  and  support  services, 
significant  effort  was  devoted  during  the  early  months  of  the  project  to:  hiring  staff  who  would 
administer  components  of  the  continuum  of  care  and/or  who  would  deliver  services;  developing  the 
necessary  procedures  for  accounting,  billing,  and  payment;  formulating  the  numerous  policies  and 
procedures  required  for  functioning  as  a  mental  health  organization;  and  dealing  with  various 
constituencies  and  community  groups  (e.g.,  future  referral  sources,  other  local  mental  health 
professionals,  and  the  families  of  CHAMPUS  beneficiaries).  For  the  most  part,  these  efforts  were 
successfully  completed.  Delays  did  occur,  however,  in  terms  of  finalizing  contracts  with  local 
providers,  having  a  functional  utilization  review  system,  and  having  a  fully  operational  manage¬ 
ment  information  system  by  June  1,  1990. 

The  major  components  encompassed  by  the  continuum  of  care  --  i.e.,  a  centralized  intake 
assessment  system,  the  array  of  treatment  services,  and  case  management  —  also  differed  as  to  the 
"progress"  made  toward  full-scale  implementation.  As  of  June  1,  1990,  although  the  intake 
assessment  and  outpatient  services  components  were  operational,  this  was  not  true  for  each  specific 
treatment  option  within  the  continuum  (i.e. ,  residential  services  and  community  education  and 
treatment).  This  delay  in  developing  alternative  "step-down",  residential  services  was,  however,  in 
accordance  with  the  Army’s  instructions  set  forth  during  contract  negotiations,  based  on  its 
expectation  about  the  level  of  demand  for  these  interventions. 

The  second  time  period,  June  1,  1990  -  June  30,  1991,  involved  the  first  thirteen  months  of 
service  delivery,  during  which  the  major  activities  were  directed  at  acquiring  resources, 
distributing  them  throughout  the  organization  and  service  system,  and  developing  monitoring  and 
accounting  procedures  for  tracking  how  these  resources  were  allocated  and  expended.  An  intense 
amount  of  effort  continued  to  be  directed  to  acquiring  needed  resources.  This  effort  was  a  result 
of  an  immediate  surge  of  request  for  services  that  far  exceeded  planning  estimates.  Directly 
related  to  this  issue  were  increase  in  the  client  load,  increase  in  the  budget,  increase  in  the  staffing 
plans,  and  contracting  with  private  providers.  As  new  resources  were  added  to  those  already  in 
place,  decisions  regarding  how  they  would  be  allocated  to  the  various  administrative  and  clinical 
components  of  the  Demonstration  were  continually  made.  This  involved  not  only  receiving  and 
distributing  funds  but  also  prioritizing  client  care  and  coordinating  services  and  resources. 

The  actual  clinical  services  provided  in  the  continuum  of  care  by  June,  1991,  comprised 
several  components:  (a)  intake  assessment  and  emergency  services;  (b)  case  management;  and  (c) 
treatment  provided  by  Rumbaugh  and  contract  providers,  including:  outpatient,  day  treatment  and 
afterschool  programs,  in-home  therapy  and  crisis  intervention,  residential,  inpatient,  psychiatric 
and  substance  abuse  services. 

Factors  that  either  facilitated  the  implementation  of  the  Fort  Bragg  Child/  Adolescent 
Mental  Health  Demonstration  Project’s  efforts  or  erected  obstacles  to  successful  implementation 
are  discussed  in  Chapter  2. 
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Section  1 

Developing  a  Continuum  of  Care  for  Children's  Mental  Health  Services: 
The  First  Nine  Months  of  the  Fort  Bragg  Demonstration  Project 

August  18,  1989  -May  31.  1990 


Executive  Summary 

The  purpose  of  this  chapter  section  is  twofold:  (1)  to  summarize  the  major  "start-up" 
activities  that  were  involved  in  implementing  a  community-based,  continuum  of  care  for  children’s 
mental  health  services  (i.e.,  those  efforts  that  woe  carried  out  prior  to  Rumbaugh  Mental  Health 
Clinic’s  official  "opening  of  its  doors"  to  clients  on  June  1,  1990);  and  (2)  to  identify  the  factors 
that  either  facilitated  the  Demonstration's  efforts  during  its  first  nine  months  or  erected  obstacles  to 
successful  implementation.  For  the  most  part,  this  section  is  based  on  two  sources  of  information  - 
-  relevant  documents  (e.g.,  minutes  of  meetings.  Project  deliverables  to  the  Army,  and 
correspondence)  and  semi-structured  interviews  with  key  State  and  Rumbaugh  staff  involved  in 
pre-implementation  efforts. 

In  general,  it  can  be  concluded  that  several  of  the  major  tasks  required  for  getting  the 
Demonstration  "up  and  running"  were  accomplished  by  the  two  units  responsible  for  developing 
the  program  --  i.e.,  the  Division  of  Mental  Health,  Developmental  Disabilities,  and  Substance 
Abuse  Services  (MH/DD/SAS)  located  within  the  North  Carolina  Department  of  Human  Resources 
and  Cardinal  Mental  Health  Group,  Inc. ,  through  the  Rumbaugh  Child  and  Adolescent  Mental 
Health  Clinic.  As  the  actual  contract  awardee,  MH/DD/SAS  carried  out  the  key  managerial 
activities  that  culminated  in  the  formal  dedication  of  the  Major  General  James  H.  Rumbaugh,  Jr., 
Child  and  Adolescent  Mental  Health  Clinic  on  May  14,  1990  and  its  official  commencement  of 
providing  services  to  clients  on  June  1,  1990.  Included  in  these  efforts  were  such  prerequisite 
tasks  as  acquiring  the  facility,  arranging  for  a  nonprofit  corporation  to  serve  as  the  formal 
administrative  and  legal  entity  for  the  Demonstration’s  operations,  negotiating  funding  agreements, 
establishing  mechanisms  for  monitoring  and  oversight,  and  hiring  key  administrative  staff  for 
services  planning  and  management.  The  Division  of  MH/DD/SAS  also  was  responsible  for 
arranging  that  an  independent,  comprehensive  evaluation  of  the  Demonstration  was  set  into  motion. 

Examining  Rumbaugh  Mental  Health  Clinic  itself,  the  majority  of  "start-up"  tasks  centered 
on  the  creation  of  the  two  major  organizational  segments  necessary  to  implement  the  continuum  of 
care  (i.e.,  the  configuration  of  clinical  services  and  the  administrative  structure  to  support  these 
services).  In  terms  of  developing  the  necessary  management  structures  and  support  services, 
significant  effort  was  devoted  during  the  early  months  of  the  project  to:  hiring  staff  who  would 
administer  components  of  the  continuum  of  care  and/or  who  would  deliver  services;  developing  the 
necessary  procedures  for  accounting,  billing,  and  payment;  formulating  the  numerous  policies  and 
procedures  required  for  functioning  as  a  mental  health  organization;  and  dealing  with  various 
constituencies  and  community  groups  (e.g.,  future  referral  sources,  other  local  mental  health 
professionals,  and  the  families  of  CHAMPUS  beneficiaries).  For  the  most  part,  these  efforts  were 
successfully  completed.  Delays  did  occur,  however,  in  terms  of  finalizing  contracts  with  local 
providers,  having  a  functional  utilization  review  system,  and  having  a  fully  operational  manage¬ 
ment  information  system  by  June  1,  1990. 


The  major  components  encompassed  by  the  continuum  of  care  --  i.e.,  a  centralized  intake 
assessment  system,  the  array  of  treatment  services,  and  case  management  —  also  differed  as  to  the 
"progress"  made  toward  full-scale  implementation.  As  of  June  1,  1990,  although  the  intake 
assessment  and  outpatient  services  components  were  operational,  this  was  not  true  for  each  specific 
treatment  option  within  the  continuum  (i.e.,  residential  services  and  community  education  and 
treatment).  This  delay  in  developing  alternative  "step-down",  residential  services  was,  however,  in 
accordance  with  the  Army’s  instructions  set  forth  during  contract  negotiations,  based  on  its 
expectation  about  the  level  of  demand  for  these  interventions. 

Factors  that  facilitated  the  implementation  of  the  Demonstration  included: 

(a)  The  surrounding  environment  for  the  Project  was  rich  in  resources,  including  close 
proximity  to  relevant  state  agencies  in  the  state  capital  and  academic  institutions; 

(b)  The  continuum  of  care  was  designed  to  function  as  an  entirely  freestanding, 
nonprofit  entity  rather  than  as  a  unit  that  was  created  within  an  existing  provider 
agency; 

(c)  The  Project  had  a  sufficient  pool  of  qualified  individuals  from  which  to  recruit  for 
key  staff  positions,  and  the  individuals  hired  represented  a  complementary  mixture 
of  "new  blood"  and  providers  who  had  already  well-established  networks  with  other 
community  services; 

(d)  Throughout  the  planning  and  development  phase  of  the  Demonstration,  the 
atmosphere  at  Rumbaugh  was  one  of  teamwork  and  cooperation,  along  with  a  strong 
embracing  of  the  key  philosophies  encompassed  by  the  continuum  of  care,  and 
involved  Womack  Army  Community  Hospital  personnel  were  supportive; 

(e)  The  contract  from  the  Army  provided  sufficient  resources  for  not  only  equipment 
acquisition,  facility  upgrading,  and  staff  hiring  but  also  for  activities  instrumental  to 
services  delivery,  e.g.,  staff  training  and  resource  development;  and 

(f)  There  was  a  funded  "start-up"  period  for  planning  and  developing  the  continuum  of 
care  and  its  components. 

At  the  same  time,  problems  arose  that  hindered  to  varying  degrees  the  Demonstration’s 
ability  to  be  fully  operational  by  the  time  it  "opened  its  doors."  These  included: 

(a)  The  Demonstration  encountered  some  enmity  and  mistrust  from  the  local  provider 
community,  and  their  efforts  to  clear  up  misconceptions  about  the  Project  and  enlist 
provider  participation  were  hampered  by  delays  in  releasing  relevant  information; 

(b)  Problems  were  experienced  in  installing  the  computer  software  chosen  to  operate  the 
management  information  system,  and  consequently,  this  tracking  system_for  clients, 
services,  and  finances  was  not  operational  when  the  Demonstration  began  accepting 
clients; 


(c)  Due  to  calculations  of  expected  client  flow  made  during  the  contract  negotiation 

process  resulting  in  a  staggered  plan  of  implementing  services,  the  full  continuum  of 
care  was  not  functional  by  June  1,  1990,  and  the  lack  of  several  "intermediary" 
treatment  settings  (e.g.,  group  homes  and  supervised  independent  living)  restricted 
the  range  of  "less  restrictive"  and  possibly  "less  expensive"  treatment  options  for 
incoming  clients. 


Rationale  and  Structure  of  the  Chapter  Section 
Purposes  of  the  chapter 

This  section  is  primarily  intended  to  address  two  questions  frequently  asked  when  reviewing 
the  implementation  of  any  human  services  innovation.  The  first  issue  concerns  what  was  required 
in  terms  of  money,  staff,  facilities,  and  clients  for  developing  and  formally  launching  a  functional 
program.  Linked  to  this  question  is  an  assessment  of  whether  this  "pre-start-up"  phase  occurred  as 
planned,  particularly  in  terms  of  problems  that  could  not  be  readily  resolved  and/or  that  consumed 
substantial  resources  in  correcting  them.  And  finally,  the  contextual,  organizational,  and 
individual  factors  that  either  promoted  project  planning  and  development  or  handicapped  these 
efforts  are  of  interest.  As  such,  this  section  has  two  aims: 

(1)  It  will  present  a  concise  summary  of  the  key  resources  expended  and  actions  per¬ 
formed  during  the  "development"  phase  of  the  Demonstration  (i.e. ,  prior  to  Rum- 
baugh’s  official  provision  of  services  on  June  1,  1990).  Where  possible,  the  degree 
of  congruence  between  these  planning  and  "mobilization"  efforts  and  those  originally 
foreseen  by  the  chief  program  architects  will  be  discussed. 

(2)  The  factors  that  facilitated  or  impeded  the  progress  of  the  Demonstration  during  its 
early  stages  of  development  will  be  identified. 

In  addition,  preliminary  insight  into  the  establishment  of  similar  service  delivery  systems  in  the 
future  will  be  provided  whenever  feasible. 

Sources  of  information 

This  section  is  based  on  two  primary  sources  of  information.  First,  all  available  documents 
and  materials  prepared  by  the  Army,  the  Division  of  MH/DD/SAS,  Rumbaugh  Mental  Health 
Clinic  (hereafter  referred  to  as  Rumbaugh)  and  other  major  constituencies  involved  with  the 
Demonstration  (e.g.,  local  provider  groups)  were  reviewed.  These  included:  all  quarterly  reports 
submitted  to  the  Army  by  MH/DD/SAS;  minutes  of  meetings  such  as  those  of  the  Project 
Oversight  Committee;  organizational  charts  of  Rumbaugh;  internal  memoranda  exchanged  by 
MH/DD/SAS  with  Rumbaugh  and/or  HSC;  and  correspondence  from  groups  with  which  the 
Demonstration  has  had  contact. 


B2-5 


Second,  interviews  with  key  State  and  Rumbaugh  staff  were  conducted  by  Evaluation 
Project  staff  in  May  1990.  These  interviews  focused  on  eliciting  information  as  to  the  overall 
context  or  environment  in  which  the  Demonstration  was  operating,  the  types  and  levels  of  activities 
necessary  to  get  the  Demonstration  "up  and  running,"  perceptions  and  expectations  for  the 
Demonstration  and  its  individual  components,  and  the  existence  of  any  problems  that  were 
experienced  and  how  they  were  or  were  not  resolved.  Where  relevant,  information  gleaned  from 
field  office  reports  and  site  visit  notes  prepared  by  Evaluation  Project  staff  also  were  utilized. 

Overall  approach  guiding  this  section 

Designed  as  an  appraisal  of  the  first  nine  months  of  the  Demonstration,  this  section  is  based 
on  an  underlying  view  of  how  mental  health  organizations  are  structured  in  general  and  the 
resources,  basic  decisions,  and  the  elements  required  to  have  a  program  that  is  ready  to  provide 
services  to  clients  (e.g.,  see  Leginski,  Croze,  Driggers,  Dumpman,  Geertsen,  Kamis-Gould, 
Namerow,  Patton,  Wilson,  &  Wurster,  1989).  Those  aspects  that  appear  unique  to  creating  a 
continuum  of  care  in  mental  health,  particularly  one  that  is  aimed  at  children  and  adolescents  and 
nested  within  the  military  health  care  system,  also  have  been  considered  in  this  analysis  wherever 
possible  (e.g.,  Behar,  1988,  1990;  Johnson  &  Fried,  1984;  Office  of  the  Assistant  Secretary  for 
Defense,  1985). 

Similar  to  most  organizations  in  general  (Leginski  et  al.,  1989),  establishing  and  maintain¬ 
ing  a  mental  health  organization  requires  several  basic  managerial  decisions,  including  those 
related  to  acquiring  and  allocating  Demonstration  resources  (e.g.,  contracting  for  services  and 
procuring  the  necessary  facilities),  monitoring  the  organization’s  use  of  these  resources,  and 
accounting  for  these  resources  (i.e. ,  demonstrating  that  there  is  some  control  over  these  resources 
through  the  use  of  such  mechanisms  as  billing  procedures,  staff  hiring  guidelines,  and  policies 
governing  service  delivery).  Another  major  category  of  decisions  involves  arriving  at  summative 
judgments  about  the  degree  to  which  policies  are  indeed  implemented  and  enforced  and  about 
whether  program  activities  led  to  the  intended  results;  in  the  above  framework,  these  have  been 
referred  to  as  assessment  decisions  and  involve  both  compliance  assessments  and  impact 
assessments.  As  can  be  seen  in  Figure  1-1,  the  structure  of  the  Demonstration  dictates  that  these 
different  types  of  managerial  decision  responsibilities  reside  in  distinct  but  interrelated  entities: 
within  Rumbaugh  Mental  Health  Clinic  (the  organization  that  actually  houses  and  provides  all 
services  encompassed  by  the  continuum  of  care);  within  Cardinal  Mental  Health  Group,  Inc.  (that 
serves  as  the  formal  nonprofit  administrative  entity  for  Rumbaugh);  and  within  MH/DD/SAS  (the 
state  administrative  unit  that  is  the  actual  contractor  and  overall  executor  of  the  Demonstration). 
Comprising  each  of  these  major  types  of  decision  categories  are  decisions  about  staff,  finances, 
facilities,  and  clients.  Which  entities  are  involved  in  these  determinations  depends,  of  course,  on 
the  particular  situation  or  issue. 


Structure  of  the  chapter 

This  section  is  organized  into  two  major  sub-sections.  The  first  sub-section  provides  a 
general  overview  of  the  Demonstration  and  summarizes  its  major  activities  from  August  18,  1989 
to  May  31,  1990  (the  nine  months  prior  to  Rumbaugh  officially  "opening  its  doors"  to  clients). 
The  purpose  of  this  section  is  to  provide  an  abbreviated  description  of  the  Demonstration’s  major 
activities  during  this  period.  Information  also  is  presented  about  each  key  element  of  the 
Demonstration,  particularly  in  terms  of  the  individual  components  that  comprise  the  continuum  of 
care. 


In  examining  the  individual  components  of  the  continuum  of  care,  an  effort  has  been  made 
to  judge  the  "degree"  (e.g.,  Palumbo,  Maynard-Moody,  &  Wright,  1984)  to  which  each  was 
actually  "prepared"  to  receive  clients  on  June  1,  1990.  Given  that  the  Demonstration  is  one  of  the 
few  attempts  to  actually  develop  and  implement  a  continuum  of  care,  few  standards  or  criteria  are 
available,  against  which  to  judge  successful  implementation.  As  such,  the  original  contract  with 
the  Army  has  been  used  as  the  chief  "standard"  for  what  should  have  occurred  prior  to 
Demonstration  "start-up."  Where  appropriate,  other  relevant  documents  that  specified 
modifications  (e.g.,  new  time  lines)  also  were  considered.1 

In  the  final  sub-section,  factors  that  contributed  to  the  Demonstration’s  development  of  a 
continuum  of  care  are  discussed,  along  with  problems  that  were  encountered  that  hindered 
implementation.  It  should  be  noted  that,  for  the  most  part,  these  did  not  constitute  major  obsta¬ 
cles;  in  many  cases,  steps  were  taken  to  ameliorate  concerns  and  resolve  troublesome  issues. 

Finally,  the  reader  should  keep  in  mind  that  the  majority  of  this  analysis  is  focused  on  the 
organizational  aspect  of  Demonstration  "implementation"  efforts.  Issues  related  to  the 
development  of  interorganizational  linkages  and  the  building  of  community  support  have  received 
at  best  scant  attention.  This  is  partly  attributable  to  the  fact  that  these  latter  efforts  assume 
increasing  importance  once  the  continuum  of  care  is  fully  operational  and  once  the  community 
(e.g.,  clients)  has  had  contact  with  the  Demonstration  and  thus  some  basis  for  endorsement  or 
withholding  of  support. 


Overview  of  the  Fort  Bragg  Child  and  Adolescent  Mental  health  Demonstration  Project 

The  Demonstration  was  initiated  by  Dr.  Lenore  Behar  under  the  auspices  of  the  Division  of 
MH/DD/SAS,  a  unit  within  the.1  Funded  through  a  contract  awarded  to  MH/DD/SAS  by  the  U.S. 
Army’s  Health  Services  Command  (HSC),  the  Demonstration  is  designed  to  test: 


'This  point  needs  to  be  kept  in  mind  when  reading  this  section,  given  that  several  significant  events  occurred 
after  June  l,  1990  that  brought  into  question  the  "preparedness*  of  the  Demonstration.  Some  of  these  events 
definitely  could  not  have  been  planned  for  (e.g.,  Operation  Desert  Shield)  while  others  might  have  been  more 
quickly  foreseen  and  remedial  actions  undertaken.  These  problems,  however,  will  be  more  completely 
addressed  in  the  next  section  summarizing  the  demonstration’s  first  period  of  actual  operation. 


2 A  historical  sketch  of  the  activities  that  led  to  the  contract  is  provided  in  Behar  (December,  1989). 


"the  efficacy  of  a  Federal  and  State  contract  for  providing  a  case  management  based 
alternative  delivery  system  of  mental  health  services  tailored  to  individual  patient  needs 
featuring  the  use  of  a  full  continuum  of  community  based  services  .  .  .  [and]  to  demonstrate 
that  this  continuum  of  services  will  result  in  improved  treatment  outcomes  while  the  cost  of 
care  per  client  is  decreased  when  compared  to  current  CHAMPUS  costs. "  (HSC 
Acquisition  Agency,  1989,  p.  C-l) 

In  contrast  to  the  mental  health  services  typically  covered  by  CHAMPUS  and  geographi¬ 
cally  accessible  to  children  of  military  personnel  (i.e.,  inpatient  hospital  treatment,  residential  treat¬ 
ment,  and  outpatient  individual  and  family  treatment),  the  ingredients  of  the  Fort  Bragg  continuum 
of  care,  in  addition  to  the  traditional  services  described  above,  can  be  summarized  as  including: 

(a)  a  broader  range  of  residential  treatment  settings  designed  to  serve  individuals  in  the  "most 
normalized"  environment  possible,  thus  fostering  gradual  reintegration  into  the  community;  (b)  day 
treatment  programs,  ranging  from  intensive,  full-day  activities  to  afterschool  programs;  (c) 
additional  outpatient  services,  including  in-school  support  services  and  emergency  services;  and  (d) 
family  preservation  activities  (in-home  crisis  stabilization).  A  more  detailed  listing  is  presented  in 
Figure  2-1. 

Further,  in  contrast  to  the  existing  system  of  care  for  military  dependents  that  has  been 
viewed  as  limited,  fragmented,  and  lacking  in  coordination,  the  Project’s  structure  incorporates 
individualized,  on-going  case  management,  a  centralized  point  of  intake  for  all  clients  (regardless 
of  the  type  of  treatment  needed),  and  a  comprehensive  and  individualized  assessment  and  treatment 
approach  in  which  the  needs  of  the  child  dictate  services  rather  than  vice  versa.  In  essence: 

"The  continuum  of  care  approach  is  child-centered  and  family-focused.  Services  are  de¬ 
signed  and  "wrapped"  around  the  child  and  family,  instead  of  expecting  the  family  to  con¬ 
form  to  the  existing  system.  Care  is  delivered  in  the  least  restrictive  setting  possible". 
(North  Carolina  Department  of  Human  Resources,  April  18,  1990,  p.  11). 

A  more  detailed  elaboration  of  this  mental  health  services  orientation  is  presented  in  Figure  2-2, 
which  outlines  the  treatment  philosophy  espoused  by  the  Demonstration. 
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Figure  2-1 

Mental  Health  Services  Provided  and  Paid  For 
by  the  Fort  Bragg  Demonstration  Project 

•  Outpatient  or  inpatient  mental  health  services  in  CHAMPUS  authorized  general  or  psychiatric 
hospitals,  residential  treatment  centers,  or  specialized  treatment  facilities. 

•  Services  rendered  by  qualified  providers  (e.g.,  psychiatrists,  clinical  psychologists,  clinical 
social  workers,  and  other  mental  health  professionals)  in  diagnosing  or  treating  a  covered 
mental  health  disorder. 

•  Individual,  group,  and  family  or  conjoint  psychotherapy. 

•  Psychological  testing  and  assessment. 

•  Medical  evaluation  and  testing  deemed  necessary  to  assess  the  client's  clinical  time  at  the  time 
of  admission  or  intake. 

•  Administration  of  psychotropic  drugs. 

•  Services  to  parents  necessary  to  support  child’s  or  adolescent's  treatments  (i.e.,  collateral 
visits). 

•  Ancillary  therapies  when  included  in  an  approved  treatment  plan. 

A  Respite  services. 

A  Independent  living  for  adolescents  older  than  16  years  of  age  (family  involvement  in  treatment 
is  required). 

•  Alternative  family  living  arrangements  provided  by  specialty  trained  staff  in  a  licensed  home. 

A  Residential  group  living  services  in  licensed  and  professionally  supervised  community  resi¬ 
dential  setting. 

•  Crisis  stabilization  in  qualified,  professionally  supervised  residential  setting  other  than  a 
hospital  (7  or  fewer  days). 

•  Day  treatment. 

•  In-home  services  by  licensed  and/or  certified  professionals. 

•  Clinical  case  management. 

A  Partial  hospitalization. 

A  Transportation  to  various  treatment  settings  and/or  care  provided  outside  the  catchment  area, 
based  on  clinical  and  social-economic  need. 

•  Prescription  medications. 

Source:  Fort  Bragg  Child  and  Adolescent  Mental  Health  Demonstration  Project  Beneficiary 

Handbook. 


♦  "New"  demonstration  services  that  are  not  traditionally  covered  by  CHAMPUS  benefits. 


Figure  2-2 

Key  Elements  of  the  Treatment  Philosophy  of 
the  Fort  Bragg  Demonstration  Project 

4  The  appropriate  locus  of  mental  health  services  for  children/adolescents  and  their  families  is 
their  community. 

4  Effective  services  must  be  linked  into  a  coordinated  system  of  care  that  includes  all  services 
ranging  from  die  least  restrictive  and  intensive  to  the  most  restrictive  and  intensive. 

4  Mental  health  services  to  children  and  adolescents  should  be  provided  in  die  least  restrictive, 
most  normal  environment  that  can  meet  their  needs. 

4  Mental  health  services  should  be  matched  to  the  needs  of  the  child/adolescent. 

4  The  client’s  family  must  aid  and  be  involved  in  the  client’s  treatment  for  sustained  recovery 

and  continued  growth. 

4  Educational  intervention  and  support  is  often  needed  so  that  the  child’s  sense  of  competence 
and  self-worth  can  be  enhanced  and/or  regained. 

4  Once  active  treatment  has  been  completed,  the  child  and  his/her  family  must  be  linked  to 
ongoing  support  structures  in  the  community  to  help  maintain  health  functioning. 

4  Because  healthy  emotional  functioning  is  dependent  on  sound  peer  relationships,  it  is  impor¬ 
tant  to  provide  services  that  can  help  children/adolescents  build  strong  relationships  with  their 
friends  and  peers. 

4  For  successful  progress  in  treatment,  it  is  necessary  that  the  client  understand  the  need  to 
assume  personal  responsibility  rather  than  blaming  of  problems  on  others. 

4  The  Demonstration  Project  has  the  responsibility  to  treat  all  emotionally  disturbed  children, 
even  those  that  are  often  viewed  as  "unbeatable*  due  to  multiple  problems,  history  of  past 
difficulties,  and  so  forth. 

4  Relapses  are  viewed  as  opportunities  for  increasing  understanding  of  a  child’s  or  adolescent’s 
problems  and  continued  progress  in  overcoming  these  problems. 

4  Flexible  funding  and  staffing  are  essential  for  delivering  services  that  are  tailored  to  the  needs 
of  clients. 

4  Qualified  professionals  from  multiple  mental  health  disciplines  are  needed  to  provide  clinical 
services  that  are  both  creative  and  collaborative. 

4  Monitoring  of  and  feedback  on  program  effectiveness  is  crucial. 

4  Supervision,  consultation,  and  training  are  viewed  as  vital  components  for  delivering  high 
quality  mental  health  services. 

Source:  Treatment  Philosophy  of  Cardinal  Mental  Health  Group,  Inc. 
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The  Demonstration  itself  is  geographically  situated  in  Fayetteville,  NC  near  the  Fort  Bragg 
Army  post.  It  is  administratively  situated  in  its  own  nonprofit  corporation,  Cardinal  Mental  Health 
Group,  Inc.  (Cardinal,  Inc.),  which  has  a  separate  Board  of  Directors  (see  Figure  2-3).  The 
Division  of  MH/DD/SAS  in  the  Nv  cth  Carolina  Department  of  Human  Resources  has  primary 
programmatic  and  fiscal  responsibility  for  the  Demonstration  and  its  independent  evaluation.  In 
accordance  with  contract  stipulations,  there  also  is  a  Demonstration  Oversight  Committee  (POC) 
chosen  to  represent  key  constituencies  and/or  supply  specialized  expertise1:  three  representatives 
from  the  Womack  Army  Community  Hospital;  one  representative  from  Headquarters,  Health 
Service  Command;  one  representative  chosen  by  the  Contracting  Officer;  four  representatives  of 
the  Demonstration  (the  Project  Manager,  Site  Manager,  Program  Director,  and  Medical  Director); 
an  advisor  from  Pope  Air  Force  Base  Clinic;  and  the  Project  Quality  Assurance  Administrator  who 
also  serves  in  an  advisory  capacity.  A  MH/DD/SA  area  program  was  designated,  by  contract,  as  a 
funding  flow-through  agency  between  MH/DD/SAS  and  Cardinal,  Inc. ,  but  was  not  accorded  any 
major  administrative  or  programmatic  responsibility. 

The  actual  locus  of  services  is  Rumbaugh,  operated  by  Cardinal,  Inc.  Under  the  conditions 
of  the  award,  the  duration  of  the  Demonstration  is  scheduled  to  be  57  months  (i.e. ,  from  August 
18,  1989  to  June  30,  1994),  including  a  nine-month  period  for  planning  and  development.  Based 
on  the  expectation  that  the  project  would  serve  approximately  3%  of  the  then  estimated  36,000 
children  in  the  catchment  area  or  1080  children  per  year,  the  original  award  from  HSC  for  the 
Demonstration  totaled  $25,095,144  across  the  57-month  period.  These  funds  were  distributed 
across  several  major  functions:  clinical  services;  state  and  local  administrative  and  equipment 
costs;  and  an  independent  evaluation  of  the  Demonstration’s  effectiveness. 

The  organizational  structure  of  the  Rumbaugh  itself,  similar  to  most  mental  health  facilities, 
is  comprised  of  two  distinct  components:  (1)  the  actual  mental  health  services  themselves  that  are 
composed  of  intake  assessment  and  emergency,  treatment  (inpatient,  residential,  partial  day, 
outpatient,  and  in-home/emergency  services),  psychiatric  and  substance  abuse  services  available  in 
any  treatment  setting,  and  case  management',  and  (2)  the  administrative  and  support  structures 
necessary  to  allow  these  direct  services  to  be  provided  to  clients  (see  Figure  2-3).  The  staff  and 
facilities  involved  in  providing  treatment  services  include  both  Rumbaugh  staff  and  community 
providers  contracted  by  Rumbaugh  for  specific  activities  (e.g.,  outpatient  psychotherapy, 
emergency  services,  and  inpatient  hospitalization).  What  is  unique  about  this  organizational 
structure  in  terms  of  providing  a  continuum  of  care  is  that  Rumbaugh  serves  as  the  overall 
coordinator,  fiscal  intermediary,  quality  assurance  monitor,  and  umbrella  organization  for  mental 
health  services  provided  to  CHAMPUS  beneficiaries  in  the  area.  For  example,  Rumbaugh  (rather 
than  Blue  Cross/Blue  Shield  or  other  designated  agencies  such  as  Health  Management  Services)  is 
responsible  for  pre-authorizing  services  and  for  carrying  out  utilization  reviews  via  its  individual 
Treatment  Teams  and  its  more  formal  quality  assurance  process.  It  also  is  in  charge  of  providing 
needed  mental  health  services  —  either  by  assigning  its  own  in-house  treatment  staff  or  by  making 
arrangements  with  outside  providers  —  and  negotiating  reimbursement  rates. 


’Committee  membership  consists  of  "members"  who  have  voting  rights  and  "advisors'  who  are  chosen  to 
provide  particular  input  or  assistance  but  who  cannot  vote. 
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Organization  of  the  Demonstration  Project 

Figure  2-3 
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*  Note:  Hie  MH/DD/SA  area  program  is  a  funding,  but  not  administrative,  flow-through  agency. 
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Msg  or  Activities  of  the  Demonstration  During  the  First  Nine  Months 

'  The  composite  picture  of  the  Demonstration's  activities  prior  to  implementing  a  continuum 
of  care  on  June  1,  1990  can  be  organized  around  five  types  of  managerial  decisions/actions  as 
outlined  previously  (Leginski  et  al.,  1989): 

(1)  Acquiring  the  necessary  resources  for  the  Demonstration.  This  includes  those  ac¬ 
tions  aimed  at  procuring  needed  resources,  including  financing,  staff,  facilities,  and 
even  clients.  Examples  are  preparing  budgets,  hiring  staff,  contracting  with  local 
providers  to  deliver  services,  developing  referral  sources,  and  making  arrangements 
with  various  third-party  payers  for  services. 

(2)  Distributing  resources.  These  types  of  decisions  and  activities  center  on  the  allo¬ 
cation  of  resources  among  the  various  units/groups  involved.  Typical  efforts  include 
negotiating  unanticipated  requests  that  involve  financial  implications,  and  deciding 
on  specific  contractual  arrangements  (e.g.,  establishment  of  reimbursement  rates  for 
external  providers). 

(3)  Monitoring  how  resources  are  utilized.  Decisions  and  duties  required  for  overseeing 
resource  consumption  within  the  Demonstration  cover  several  different  domains. 
These  include,  to  name  a  few,  the  development  of  formal  reporting  requirements, 
review  of  reports,  and  the  installation  of  a  management  information  system  that  can 
generate  and  monitor  "key  indicators"  of  effort  and  resources  expended  by  the 
organization. 

(4)  Accounting  of  resources.  This  category  of  activities  involves  those  tasks  and  deci¬ 
sions  that  demonstrate  control  over  resource  utilization.  In  addition  to  financial  ac¬ 
counting  practices,  accountability  efforts  frequently  entail  the  formulation  of  policies 
about  staff  performance  and  clinical  treatment. 

(5)  Assessment  of  resources.  As  previously  described,  these  activities  focus  on  deter¬ 
mining  whether  organizational  inputs  and  outputs  are  appropriate.  Assessments  are 
of  two  types.  Compliance  assessments  involve  making  judgments  about  whether 
things  actually  occurred  or  were  supposed  to  happen  as  a  result  of  certain  organiza¬ 
tional  actions  (e.g.,  an  increase  in  the  hiring  of  minorities  as  a  result  of  new  agency 
guidelines  or  improvements  in  services  delivery  subsequent  to  changes  in  the 
allocation  of  program  resources).  Impact  assessments  are  directed  at  determining 
whether  particular  expenditures  of  an  organization’s  resources  produced  the  desired 
outcome(s),  e.g.  enhanced  levels  of  client  functioning  as  the  result  of  treatment. 

Figure  2-4  presents  a  detailed  enumeration  of  the  major  actions  taken  by  the  Demonstration, 
including  those  carried  out  by  MH/DD/SAS  and  Rumbaugh.*  Briefly  stated,  the  majority  of 
activities  during  the  nine-month  period  were  directed  at  acquiring  resources,  distributing  them 
among  participants,  and  developing  monitoring  and  accounting  procedures  for  tracking  how  these 
resources  were  allocated  and  expended.  The  major  efforts  under  each  of  these  more  general 
categories  are  briefly  described  following  Figure  2-4. 


4  The  activities  that  occurred  under  the  auspices  of  the  Evaluation  Project  are  not  detailed  in  this  report, 
given  that  this  document  is  part  of  the  overall  evaluation  effort  at  Vanderbilt  University. 
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Figure  2-4 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
August  18,  1989  -  May  30, 1990 


Acquisition  of  Resources 

♦  Initiated  and  finalized  the  incorporation  of  Cardinal  Mental  Health  Group  as  a 
nonprofit  corporation  and  obtained  appropriate  tax  exempt  status 

♦  Obtained  necessary  licenses  and  certificates  of  insurance  for  Cardinal 
4  Recruited  and  hired  individuals  for  staff  positions  at: 

o  Division  of  MH/DD/SAS  (n  =  4) 

•  Two  project  managers,  one  project  accountant,  and 
one  secretary 

o  Rumbaugh  Mental  Health  Clinic  ( n  =  35) 

•  Executive  Director,  Medical  Director,  Program 
Director,  Assistant  Program  Director,  Quality 
Assurance  Administrator,  Accounting/Business 
Manager,  Training  Coordinator,  four  business  staff, 
three  Medical  Services  staff,  16  clinical  services 
staff,  and  5  clinical  support  staff 

[Note:  More  positions  were  authorized  but  had  not 
yet  been  filled.] 

4  Purchased  necessary  capital  equipment  and  supplies: 

o  Data  processing  equipment  and  software 
o  Office  equipment  (e.g.,  FAX  machines,  mailroom  equipment, 
audiovisual  equipment) 

o  Furniture  for  staff  offices  and  lounge,  play  therapy  room,  waiting 
room,  clinical  staffing  room,  and  family  therapy  room 

4  Located  and  rented  both  temporary  space  and  permanent  facility 

4  Upfitted  building  (e.g.,  installation  of  telephone  and  dictation/transcription 
systems,  wiring  for  data  processing  system,  installation  of  PC  network  and 
computer  hardware/software) 

4  Obtained  required  licenses  and  program  certifications  for  Rumbaugh 

♦  Arranged  for  appropriate  resources  (both  experts  and  library  services)  for  staff 
training 

♦  Completed  the  process  of  developing  transition  plans  for  120  project-eligible  clients 
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Figure  2-4  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 

August  18,  1989  -  May  30,  1990 

Acquisition  of  Resources  (continued) 

4  Disseminated  information  about  the  Demonstration  Project  to  providers  and  clients 
through: 

o  Media  coverage  (television,  post/base  newspapers,  posters  to 

relevant  organizations  on  the  post  and  base,  and  base  bulletins) 
o  Briefings  for  local  professional  groups  (e.g.,  Womack  Army 
Community  Hospital,  local  medical  society,  family  practice 
physicians,  and  Developmental  Evaluation  Center) 
o  Meetings  with  local  referral  sources  to  explain  the  Project  and  their 
possible  involvement  as  a  contract ee 
o  Individual  mailings,  including  a  Project-developed  informational 
pamphlet,  to  350  community  providers  who  might  be  interested  in 
participating  in  the  Demonstration  through  contractual  agreements 
o  Beneficiary  workshops 

o  Meetings  with  other  key  community  groups 

4  Attended  meetings  to  develop  working  relationships  with  referral  sources  at: 

o  Dept,  of  Pediatrics,  Womack  Hospital 

o  Dept,  of  Family  Practice,  Womack  Hospital 

o  Local  community  pediatricians.  Cape  Fear  Valley  Medical  Center 

o  Multidisciplinary  Family  Teams,  Fort  Bragg  and  Pope  Air  Force 
Base 

4  Involved  in  efforts  transition  clients  to  the  new  system  of  care: 

o  Requested  information  from  350  community  providers  concerning 
the  number  of  Project-eligible  clients  they  were  treating  and  the 
number  they  anticipated  would  still  require  services  after  June  1 , 
1990 

4  Developed  "boiler  plates"  for  private  provider  contracts  with  Rumbaugh 

4  Initiated  and  completed  negotiations  for  procuring  outside  clinical  services  from: 

°  Cumberland  Hospital  and  other  hospitals 

o  Individual  and  group  practitioners 

o  Contact  of  Fayetteville  (after  hours,  weekends,  and  holidays 
telephone  screening  services) 

4  Made  arrangements  for  MH/DD/SA  area  program  to  act  as  funding  "flow-through" 
agency 


4  Completed  final  budget 


Figure  2-4  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
August  18,  1989  -  May  30,  1990 


Distribution  of  Resources 

9  Determined  rate  schedules  for  contracted  providers 

4  Finalized  subcontract  for  HMS  to  handle  authorization  and  appropriateness  of  cov¬ 
ered  provider  services  for  the  period  January  1  -  May  31,  1990 

4  Developed  internal  procedures  for  reimbursing  subcontractors,  including  practices 
that  would  allow  advancing  $500,000  from  the  State  to  Cardinal  for  initial  Project 
activities 

4  Approved  staff  participation  in  several  in-house  and  external  training  opportunities 


Monitoring  Utilization  of  Resources 

4  Created  Project  Oversight  Committee  composed  of  representatives  from 

MH/DD/SAS,  Rumbaugh  Mental  Health  Clinics,  and  Womack  Army  Community 
Hospital  (WACH) 

o  Developed  the  policies  and  procedures  for  its  functioning 

4  Development  of  quarterly  report  requirements  to  document  and  relay  information 
about  Project  activities 

4  Initiated  periodic  site  visits  by  MH/DD/SAS  for  the  purposes  of  monitoring  the 
Demonstration  and  Evaluation  Project 

4  Initiated  a  schedule  of  weekly  telephone  conversations  by  MH/DD/SAS  to 

Rumbaugh  and  Vanderbilt  for  the  purposes  of  information  collection  and  oversight 
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Figure  2-4  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
August  18,  1989  -  May  30,  1990 


Accounting  of  Resources 

4  Developed  policies,  procedures,  and  protocols  for  Project  operation,  including: 

General  administrative: 

o  Formal  plan  for  marketing  and  information  release 
o  Small  disadvantaged  business  plan 

o  Rumbaugh  staff  training  plan 

o  Policies  for  hiring,  promoting,  and  terminating  professional  and 
nonprofessional  staff  at  Rumbaugh 
o  Clinical  staff  rules  and  regulations 

o  Procedures  and  schedule  for  weekly  staff  orientation 
o  Appeals  and  grievances  procedures 

o  Voucher  and  reimbursement  procedures 

o  Audit  guide  for  independent  auditor 

o  Transportation  plan 

Services  delivery: 

o  Diagnostic  protocols 

o  Methods  for  handling  transitional  cases 

o  Criteria  for  determining  levels  of  care 

o  Draft  beneficiary  handbook 

4  Developed  small-scale  computerized  data  bases  for: 

o  Tracking  Rumbaugh  staff  training 

o  Cataloguing  books  and  journals  purchased  by  Rumbaugh 

4  Began  implementation  of  the  financial  and  client  management  information  systems 

4  Established  key  policy  committees  at  Rumbaugh: 

o  Credentials  Committee 

o  Clinical  Records  Committee 

o  Utilization  Review  Committee 

o  Quality  Improvement  Committee 

4  Participated  in  the  Project  audit  carried  out  by  HSC  and  the  Defense  Contract 
Audit  Agency 

Assessment  of  Resources 

4  Completed  negotiations  for  contract  with  Vanderbilt  University  to  evaluate  the 
impact  of  the  Demonstration  Project 
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Acquisition  of  resources 

A  significant  portion  of  the  "mobilization"  phase  of  the  Demonstration  was  spent  in  efforts 
aimed  at  acquiring  resources  in  terms  of  facilities,  equipment,  staff,  and  services.  During  the  first 
nine  months,  staff  in  both  MH/DD/SAS  and  Rumbaugh  devoted  significant  effort  to: 

Acquiring  funds.  In  order  to  fund  the  development  and  implementation  of  a  continuum  of 
care,  a  legal  and  administrative  entity  was  needed  so  that  funding  could  be  channeled  to  services 
provision  and  administration.  Moreover,  such  an  entity  was  needed  so  that  the  appropriate 
licenses,  certifications,  and  other  requirements  in  order  to  be  legally  functional  could  be  obtained. 
At  the  beginning,  the  decision  was  to  situate  the  Demonstration  in  a  separate  nonprofit  entity  rather 
than  to  operate  it  within  an  existing  public  or  private  agency.  One  of  the  bases  of  this  decision 
was  the  belief  that  public  agencies  had  to  satisfy  a  plethora  of  regulations  and  bureaucratic  practic¬ 
es,  which  would  serve  to  reduce  the  flexibility  needed  to  implement  an  innovation. 

Another  related  decision  made  by  those  charged  with  developing  the  Demonstration  was  to 
take  advantage  of  an  existing  opportunity  --  i.e. ,  to  make  use  of  the  background  knowledge  of  a 
nonprofit  corporation  that  had  previously  been  established  and  indeed  operated  to  approve  "certifi¬ 
cates  of  need,"  but  that  was  no  longer  operational  (i.e.,  Cardinal  Health  Systems  Agency).  Using 
many  of  the  same  members  who  brought  with  them  a  wealth  of  background  information  and 
community  networking,  rather  than  "starting  from  scratch"  Cardinal  Mental  Health  Group,  Inc. 
was  incorporated.  This  strategy  appeared  beneficial  for  two  major  reasons:  (1)  it  reduced  the  time 
needed  to  formally  establish  such  a  corporation  if  beginning  anew  (e.g.,  preparation  of  the 
necessary  paperwork);  and  (2)  it  provided  the  Demonstration  with  the  political,  administrative,  and 
community  expertise  by  having  access  to  and  ultimately  involving  individuals  who  previously  had 
been  affiliated  with  the  "certificate  of  need"  process  and  the  previous  corporation. 

To  complicate  funding  arrangements,  however,  there  was  a  state  statute  that  required  "funds 
from  the  United  States  Department  of  Defense  for  the  purpose  of  operating  mental  health 
demonstration  projects  for  families  of  the  uniformed  services  ...  to  be  operated  through  an  area 
authority"  [General  Statute  122C-1 12(b)(8).  This  provision  prevented  funds  for  the  Demonstration 
itself  (i.e.,  Rumbaugh)  from  being  directly  awarded  by  MH/DD/SAS.  Rather,  they  had  to  "flow 
through"  a  MH/DD/SA  area  program  that  would  then  contract  with  Cardinal,  Inc.,  to  provide  the 
requisite  services  and  also  monitor  expenditures.  Although  not  an  onerous  task  "on  paper," 
finalizing  this  arrangement  proved  more  difficult  than  initially  expected  due  to  several  factors.  For 
example,  the  original  plan  was  to  involve  a  MH/DD/SA  area  program  in  close  proximity  to 
Rumbaugh  so  that  operation  and  oversight  (e.g.,  financial  monitoring)  would  be  facilitated.  At  the 
same  time,  Cardinal  itself  planned  to  contract  for  selected  clinical  services  (e.g.,  emergency 
services)  with  providers  in  the  surrounding  community  so  that  these  treatment  options  would  be 
easily  accessible  to  the  client;  it  was  thought  that  such  arrangements  also  would  help  in 
compensating  providers  for  "lost"  revenue  from  CHAMPUS  clients  that  might  be  associated  with 
the  advent  of  the  Demonstration.  Thus,  this  situation  meant  that  the  area  program  that  would 
monitor  Rumbaugh  could  not  also  be  used  as  part  of  the  continuum  of  care  if  the  potential  for 
conflicts  of  interest  was  to  be  avoided.  These  factors,  coupled  with  difficulties  engendered  by  local 
personalities  and  concerns,  resulted  in  three  MH/DD/SA  area  programs  (Cumberland L  Blue  Ridge, 
and  Lee-Hamett)  being  approached  before  a  formal  arrangement  was  realized  in  late  June  1990. 
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In  addition,  given  that  this  was  a  newly  instituted  statute,  it  was  the  case  that  the  actual  procedures 
and  modes  of  operation  for  implementing  this  statute  had  to  be  developed  "ad  hoc”  to  deal  with 
issues  that  surfaced  during  attempts  to  implement  this  statute. 

Developing  contractual  arrangements.  Substantial  effort  also  was  expended  by  both  State 
and  Rumbaugh  administrative  staff  in  developing  contractual  arrangements  with  local  providers  for 
procuring  selected  services  that  were  part  of  the  continuum  of  care  (e.g.,  inpatient  hospitalization 
and  outpatient  psychotherapy).  It  was  expected  that  about  67%  of  all  cases  admitted  by  Rumbaugh 
would  be  referred  out  to  other  providers  in  the  community  for  services  and  reimbursement  by 
Rumbaugh. 

The  process  of  identifying  and  contacting  providers,  soliciting  interest,  providing  informa¬ 
tion,  and  preparing  actual  contracts  proved,  however,  to  be  lengthier  than  anticipated.  In  fact,  two 
weeks  before  Rumbaugh  began  providing  services,  there  were  no  signed  contracts,  although 
approximately  20  were  awaiting  signature. 

Satisfying  the  necessary  requirements  for  licensing  and  certification.  Another  major 
responsibility  involved  activities  related  to  ensuring  that  Rumbaugh  could  meet  all  necessary 
licensure  and  certification  requirements  (e.g.,  for  outpatient  and  substance  abuse  services),  along 
with  additional  state  standards  and  those  of  the  JCAHO.  Further,  several  other  requirements  had 
to  be  met,  including  obtaining  insurance  and  assuring  that  all  Rumbaugh  staff  met  the  necessary 
licensing  and  credential  standards. 

Locating  and  arranging  for  facilities.  Locating  an  appropriate  facility  for  the  Demonstration 
was,  relatively  speaking,  accomplished  fairly  easily.  A  site  (Omni  Centre)  within  close  distance  to 
the  Army  post,  the  major  outpatient  health  care  clinic  for  Army  personnel  (PRIMUS),  and  public 
transportation  was  found  early  on  in  the  Demonstration.  Another  added  benefit  was  that  this  site 
did  not  require  extensive  upgrading  or  renovation,  although  some  "up-fitting"  and  improvements 
(e.g.,  a  play  therapy  room)  needed  to  be  made.  The  facility  was,  however,  essentially  ready  for 
administrative  staff  use  by  early  1990. 

Hiring  staff.  Considerable  effort,  particularly  by  key  Rumbaugh  administrative  staff,  was 
spent  in  recruiting  and  hiring  qualified  staff  for  the  Demonstration.  To  facilitate  this  process,  a 
computerized  data  base  on  applicants  (n  =  400  as  of  May  1990)  was  developed  to  assist  in  keeping 
track  of  applicants,  assuring  that  required  hiring  tasks  (e.g.,  acknowledgement  letters)  were 
completed,  and  identifying  qualified  applicants  as  additional  positions  became  open. 

In  general,  Rumbaugh  staff  felt  that  they  had  been  successful  in  hiring  individuals  with 
excellent  qualifications,  but  that  this  achievement  was  only  accomplished  by  substantial  time  and 
effort  to  overcome  such  factors  as  the  geographic  location  of  Fayetteville  and  the  "time-limited" 
nature  of  staff  positions  associated  with  demonstration  projects.  At  the  same  time,  there  were 
several  attractive  features  of  the  Demonstration  that  aided  recruiting,  including  its  proximity  and 
ties  to  the  University  of  North  Carolina  at  Chapel  Hill.  In  addition,  there  was  somewhat  more 
flexibility  in  setting  salaries;  although  Rumbaugh’s  salary  schedule  was  only  slightly  higher  than 
that  of  other  major  public  facilities  in  the  area  (i.e.,  1.2%),  individuals  could  be  hired  at  "steps" 
other  than  "Step  1",  i.e.,  at  a  salary  in  the  middle  of  the  range  for  a  particular  grade. 
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Arranging  for  clinical  services.  Efforts  aimed  at  disseminating  information  about  the  Dem¬ 
onstration  in  order  to  alert  the  Demonstration’s  potential  clients  about  the  new  system  that  would 
begin  on  June  1st  also  were  required.  During  the  first  nine  months  of  the  Demonstration,  several 
activities  were  carried  out:  an  information  release  campaign  to  local  and  post  media  regarding  the 
official  dedication  ceremonies  of  Rumbaugh;  presentations  describing  the  Demonstration  by 
Rumbaugh  staff  to  school  systems,  providers  groups,  and  referral  sources;  the  conduct  of  two 
workshops  for  interested  beneficiaries;  the  preparation  of  fact  sheets  and  letters  to  on-post 
organizations  (e.g.,  youth  activities  and  family  services  centers);  and  the  development  of  a  "benefi¬ 
ciary  handbook"  for  clients.’ 

Further,  policies  and  procedures  had  to  be  instituted  in  order  to  ensure  that  clients  already 
in  treatment  under  the  existing  system  were:  (a)  "well  informed  of  the  changes  in  the  way 
CHAMPUS  mental  health  benefits  were  to  be  provided;"  (b)  "confident  that  the  changes  would 
enhance  or  improve  services;"  and  (c)  "assured  that  intrusion  and  disruption  of  treatment  would  be 
minimal."  In  order  to  identify  these  individuals  and  facilitate  their  entry  into  the  continuum  of 
care,  the  Demonstration  planned  to:  contact  about  350  providers,  including  all  MH/DD/SA  area 
programs,  JCAHO  approved  psychiatric  hospitals,  general  hospitals  with  psychiatric  units, 
residential  treatment  centers,  and  all  private  providers  involved  in  outpatient  care  in  the  immediate 
service  delivery  area;  review  cases;  develop  formal  transition  policies;  and  prepare  individualized 
transition  plans  for  project-eligible  clients. 

These  transition  activities  required  more  time  than  expected  for  several  reasons.  First, 
nearly  1,000  (n  =  974)  providers  had  to  be  contacted  to  identify  project-eligible  clients.  This 
resulted  in  302  clients  being  identified  as  receiving  mental  services  prior  to  June  1,  1990  and  as 
needing  services  after  this  date.  Further,  the  review  of  cases  and  preparation  of  individualized 
transition  plans  during  the  period  January  -  June  1,  1990  by  Rumbaugh  staff  was  quite  labor- 
intensive.  For  example,  the  Transition  Team  responsible  for  reviewing  the  needs  of  these 
individuals  was  meeting  four  days  per  week  near  the  end  of  this  period.  The  total  cost  of  staff 
time  necessary  for  these  transition  activities  was  estimated  to  be  $103,500,  including  25%  time  for 
five  months  for  three  senior  clinicians  and  a  staff  member,  100%  time  for  three  months  of  three 
case  managers,  and  1.7  FTE  of  support  staff. 

Distribution  of  resources 

As  the  various  resources  were  procured,  decisions  were  made  regarding  how  they  would  be 
allocated  to  the  various  administrative/support  and  treatment  components  of  the  Demonstration. 

For  the  most  part,  during  the  nine  month  start-up,  this  involved  activities  related  to  distribution  of 
funds.  For  example,  a  final  budget  for  each  component  of  the  continuum  of  care  and  the 
Demonstration  as  a  whole  had  to  be  prepared.  Internal  procedures  for  reimbursing  subcontractors 
(including  making  provisions  for  the  State  to  advance  $500,000  for  Demonstration  activities  until 
these  costs  could  be  billed  to  and  reimbursed  by  the  Army)  had  to  be  developed.  Reimbursement 
rates  had  to  be  established  for  paying  contracted  providers. 


JThis  beneficiary  handbook  was  not  made  available  to  clients  until  the  summer  of  1990  due  to  the  need  to 
await  Army  approval  for  necessary  changes  in  various  clinical  policies. 
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In  addition,  a  complication  arose  regarding  the  transfer  of  CHAMPUS  responsibilities 
during  this  time  period.  Given  that  the  new  system  of  care  bestowed  upon  Rumbaugh,  in  addition 
to  service  delivery,  the  role  of  precertifying  all  inpatient  and  residential  treatment  admissions  and 
performing  utilization  review  for  long-term  outpatient  care,  commencing  during  the  start-up 
period,  provisions  had  to  be  made  for  performing  this  responsibility  until  Rumbaugh  was  to  be 
opened.  Service  delivery  was  not  scheduled  to  commence  until  June  1,  1990,  yet  precertification 
was  required  for  children  in  this  catchment  area  beginning  January  1,  1990.  Consequently,  a 
contract  had  to  be  finalized  between  MH/DD/SAS  and  HMS  that  has  authorization  and 
appropriateness  determinations  for  all  mental  health  services  outside  of  the  catchment  areas  of 
demonstration  projects  being  billed  to  CHAMPUS. 

Monitoring  utilization  and  accounting  of  resources 

Developing  sound  monitoring  and  accounting  systems  also  constituted  a  major  activity 
during  the  first  nine  months  of  the  Demonstration.  An  oversight  group  (the  POC)  that  was 
comprised  of  all  the  major  constituencies  for  the  Demonstration  had  to  be  established;  its  first 
meeting  was  held  January  17,  1990,  and  formal  operating  policies  and  procedures  emerged  shortly 
thereafter.  At  the  state  administrative  level,  several  activities  were  initiated,  including  both 
periodic  site  visits  and  weekly  telephone  briefings. 

Financial  monitoring.  Administrative  staff  at  both  Rumbaugh  and  MH/DD/SAS  also  were 
heavily  involved  in  developing  policies,  procedures,  and  guidelines  for  monitoring  fund 
acquisitions  and  expenditures  (e.g.,  voucher  and  reimbursement  procedures  and  audit  guidelines). 
These  regulations  and  guidelines  themselves  had  to  satisfy  other  major  standards  and  requirements 
(e.g.,  those  that  apply  to  receiving  a  federal  contract,  state  policies,  general  accounting  principles 
for  nonprofit  private  organizations,  and  rules  of  the  MH/DD/SA  area  program  through  which 
funding  was  being  channeled.  Along  with  these  tasks  were  additional  ones  associated  with 
developing  "boiler  plate"  specifications  for  contracts  with  outside  providers  and  other  groups). 

Staff  monitoring.  Several  efforts  linked  to  monitoring  staff  conduct  also  were  initiated. 
These  included,  to  name  a  few,  the  development  of  mechanisms  for  tracking  and  overseeing  staff 
training  activities,  the  preparation  of  clinical  staff  rules  and  regulations,  and  procedures  for 
handling  appeals  and  grievances. 

Sgrvjses  mpnitQring.  Not  surprisingly,  a  significant  amount  of  effort  revolved  around 
formulating  policies  and  procedures  related  to  the  services  delivery  function  (e.g.,  diagnostic 
protocols,  methods  for  handling  transitional  cases,  and  criteria  for  determining  levels  of  care).  In 
addition,  Rumbaugh  created  several  key  policy  committees,  including  ones  for  credential  review, 
clinical  records  maintenance,  and  utilization  review.  It  should  be  noted  that  the  utilization  review 
procedures  were  not  fully  operational  at  the  time  of  the  project’s  "start  date."  Although  this 
quality  assurance  program  was  to  be  ongoing  on  a  monthly  basis  as  of  June  1 ,  1990,  this  was  not 
the  case. 

Several  other  clinical  services  policies  and  procedures  had  to  be  developed.  These  included 
developing  procedures  for  paying  for  prescription  medication  for  clients  served  by  the  _ 
Demonstration  and  determining  the  eligibility  of  emancipated  minors  for  participation  in  the 
project.  Another  general  responsibility  involved  the  design  and  implementation  of  the  financial 
and  clinical  client  management  information  systems  (MIS).  During  the  first  nine  months  of  the 
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project,  considerable  attention  was  devoted  to  choosing  an  appropriate  software  and  getting  the 
system  "up  and  running."  However,  the  MIS  was  not  fully  operational  at  the  time  Rumbaugh 
began  providing  services;  the  financial  and  clinical  components  were  only  partially  automated. 

Assessment  of  resources 

Finally,  to  assess  major  outcomes  and  effects  associated  with  the  Demonstration,  a  contract 
with  Vanderbilt  University  was  finalized.  Their  contract  provided  for  an  independent  team  of 
researchers  to  determine  whether:  (1)  the  Demonstration  resulted  in  improved  mental  health 
outcomes  for  its  participants  above  those  experienced  in  the  comparison  sites  using  the  existing 
CHAMPUS  service  delivery  system,  and  (2)  the  services  provided  by  the  Demonstration  were 
more  cost-effective.  Internally,  Rumbaugh  also  began  work  developing  its  own  Utilization  Review 
System  to  monitor  and  assess  the  quality  of  services  it  was  providing.  Although  the  establishment 
of  systems  to  assess  the  performance  of  the  organization  is  considered  a  monitoring  function,  these 
activities  are  noted  here  to  document  the  attention  to  planning  for  future  assessment  activities 
during  the  start-up  period. 


The  Continuum  of  Care  and  Its  Components 

The  preceding  paragraphs  have  focused  on  providing  a  picture  of  the  Demonstration  overall 
in  terms  of  "pre-start-up"  activities.  However,  the  actual  clinical  services  to  be  provided  in  the 
continuum  of  care  are  comprised  of  several  individual  components:  (1)  intake  assessment  and 
emergency  services;  (2)  treatment,  including  inpatient,  residential,  partial  day,  outpatient,  and 
emergency/crisis  services;  and  (3)  case  management.  As  of  June  1,  1990,  the  degree  to  which 
each  of  these  were  implemented  was  not  uniform. 

It  should  be  noted  at  the  onset  that  the  judgment  of  "preparedness"  has  been  made  based  on 
the  client  flow  anticipated  by  Rumbaugh  at  the  point  it  began  providing  services.  This  expected 
level  of  demand  was  based  on  information  provided  by  HSC  and  thus  was  incorporated  into  the 
contract  as  the  standard  for  hiring  sufficient  numbers  of  staff.  As  indicated  in  the  original 
contract,  the  initial  months  of  service  delivery  were  based  on  a  specific  number  of  clients  (Hiring 
Plan  A)  (see  Table  2-1),  and  during  the  course  of  the  Demonstration,  staff  increases  were  planned 
as  client  demand  accelerated  (Hiring  Plans  B-D). 


Table  2-1 


Cardinal  Staffing  Plan  for  FY89/90 


Plan/  Date 

A/ August  1989  -  May  1990 
B/June  1990  -September  1990 
C/October  1990-September  1991 
D/October  1991  -  May  1994 


Predicted  Planned  Number 
Client  Load  of  Clinic  Staff 

160-200  40 

240-300  50 

320-400  60 

400-500  69 
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In  describing  the  level  of  "preparedness"  for  each  of  the  components  (see  Figure  2-5),  a 
strategy  has  been  adopted  in  which  each  component  has  been  judged  to  be  "generally  equipped", 
"partially  equipped",  or  "not  equipped  at  all"  to  be  providing  services  to  individual  clients  and 
their  families.  The  basis  for  these  judgments  resides  in  meeting  the  following  criteria:  (1)  all  staff 
(included  in  Plan  A)  have  been  hired  and  are  in  place;  (2)  the  necessary  facilities  are  operational; 
and  (3)  the  requisite  policies,  procedures,  and  clinical  tools  have  been  developed  for  services 
provision.  To  warrant  the  judgement  of  "not  equipped  at  all"  requires  that  none  of  the  three 
criteria  has  been  met;  satisfying  two  of  the  three  criteria  merits  a  rating  of  "partially  equipped;" 
and  "generally  equipped,"  means  that  all  three  criteria  have 'been  achieved,  although  some  fine- 
tuning  may  still  be  necessary.  This  classification  system  is  recognized  as  fairly  crude  and  assumes 
that  each  of  the  three  criteria  are  equally  important.  At  the  same  time,  it  is  believed  that  this 
provides  a  useful  approach  to  summarizing  the  status  of  the  continuum  of  care  on  June  1,  1990. 
Figure  2-5  provides  a  pictorial  synopsis  of  each  component’s  "state  of  readiness." 

Intake  Assessment.  The  Intake  Assessment  and  Emergency  Services  section  was  generally 
equipped  to  begin  its  clinical  efforts.  A  Section  Head  was  hired  (although  relatively  new),  the 
number  of  staff  specified  by  Hiring  Plan  A  were  trained  and  in  place,  contracts  for  outside  services 
(i.e.,  crisis  line  screening  and  emergency  services)  had  been  finalized,  and  the  requisite  office 
space  was  provided.  In  addition,  the  decisions  about  the  diagnostic  procedures  and  protocols  had 
generally  been  completed,  and  work  had  begun  in  terms  of  linking  with  local  mental  health 
agencies  to  deal  with  issues  of  transitioning  clients. 

In  general,  few  problems  surfaced  with  regard  to  developing  this  component  of  the  continu¬ 
um  of  care  prior  to  June  1,  1990.  Compared  to  the  ease  of  recruiting  individuals  to  other 
Rumbaugh  units,  some  difficulty  resulted  from  the  fact  that  many  individuals  qualified  for  intake 
positions  also  are  trained  to  conduct  psychotherapy  and  did  not  wish  to  focus  solely  on  client 
intakes.  However,  this  issue  was  handled  by  exploring  with  the  Outpatient  Services  section  the 
possibility  that  intake  staff  also  could  provide  treatment  to  1-2  clients. 

Outpatient  Services.  In  general,  Outpatient  Services  was  ready  to  deal  with  clients  as  of 
June  1,  1990.  All  Rumbaugh  staff  had  been  hired  (as  specified  in  Plan  A),  there  was  a  Section 
Head  to  administer  the  component,  and  approximately  20  contracts  were  awaiting  signature  with 
outside  providers.  The  necessary  facilities  were  available  (e.g.,  staff  offices  and  the  thera¬ 
py/observation  rooms).  Specific  procedures  for  how  contracted  providers  would  function  in  the 
system  of  care  (e.g.,  their  role  at  Treatment  Planning  meetings)  still  needed  to  be  formalized, 
along  with  other  issues  of  concern  to  this  group  (e.g.,  whether  contracted  providers  would  be 
reimbursed  for  time  spent  on  report  completion).  In  hindsight,  it  would  have  been  preferable  to 
have  had  these  procedures  developed,  given  the  substantial  reliance  on  contracted  professionals 
resulting  from  the  heavier-than -anticipated  client  flow  after  June  1st  and  the  219  transition  clients 
treated  by  outpatient  providers. 

In-home  Services.  By  June  1,  1990,  the  Section  Head  had  been  hired,  along  with  the  staff 
specified  by  Plan  A.  Further,  policies  regarding  admission  and  continuation  criteria  for  the 
delivery  of  emergency  services,  operation  standards  for  this  component,  and  other  related  issues 
were  either  developed  or  in  the  process  of  being  developed. 
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Day  Treatment  Services  (CETS).  The  Community  Education  and  Treatment  Services 
section  was  not  in  place  by  the  time  the  Demonstration  began  treating  clients,  although  such 
services  as  in-school  therapeutic  assistance  and  school  consultation  were  available  to  clients  soon 
thereafter.  CETS  programming  was  not  scheduled  to  begin  on  June  1,  1990,  as  the  Army  wanted 
to  make  sure  that  the  demand  was  sufficient  to  warrant  full-scale  implementation.  However,  one 
full-time  clinician  and  a  part-time  consultant  who  specialized  in  day  treatment  were  developing 
initial  section  guidelines  in  anticipation  of  implementation.  As  such,  the  Day  Treatment  program 
had  not  been  established  and  in  fact  was  still  at  the  conceptual  stage.  At  the  same  time,  this 
component  appears  "underprepared"  in  general.  The  Section  Head  position  had  not  been  filled, 
along  with  such  other  positions  specified  by  Plan  A  as  Curriculum  Specialist.  Initial  efforts  to 
forge  strong  linkages  with  the  schools  and  other  relevant  community  providers  had  begun  but  were 
awaiting  the  filling  of  the  Section  head  position. 

Residential  Services.  This  component  also  was  not  implemented  as  of  June  1 ,  1990,  but 
was  not  scheduled  to  be  implemented  at  that  time,  resulting  from  the  Army’s  decision  to  postpone 
operation  until  FY  1991.  Plans  were  underway  for  the  development  of  these  services,  however. 

A  Section  Head  had  been  hired,  and  efforts  were  being  made  to  fill  other  staff  positions;  in  fact,  as 
of  late  May  1990,  screening  of  almost  200  applicants  for  7  group  home  positions  was  underway. 
The  therapeutic  home  program  and  group  homes  were  in  the  early  stages  of  planning  and 
development  stages,  but  appropriate  locations  for  these  residences  had  not  been  found.  As  of  June 
1,  1990,  however,  existing  community  therapeutic  homes  and  group  homes  were  available  as 
needed  on  a  contractual  basis.  It  was  planned  that  the  therapeutic  home  program  would  be  fully 
operational  by  October,  with  no  date  at  that  time  determined  for  the  implementation  of  group 
homes. 


Case  Management.  Case  management  services  at  Rumbaugh  appear  to  have  been  only 
partially  equipped  for  their  function.  Although  the  Section  Head  and  the  requisite  number  of  staff 
had  been  hired  as  dictated  by  Plan  A,  several  procedures  and  policies  still  needed  to  be  finalized. 
For  example,  the  model  of  case  management  to  be  used  by  Rumbaugh  was  generally  articulated  in 
documents  describing  the  phases  of  the  managed  care  function,  and  the  curricula  for  training  case 
managers  were  nearing  completion.  Policies  and  procedures  concerning  client  eligibility  for  case 
management,  emergency  clinical  case  management  procedures,  length  of  case  management  efforts, 
and  the  structure  and  contents  of  comprehensive  treatment  plans  also  were  being  developed/had 
been  completed.  There  is  some  suggestion,  based  on  relevant  materials  pertaining  to  subsequent 
months  (i.e.,  August  1990  and  thereafter),  that  the  "preparedness"  of  this  component  could  have 
been  bolstered.  Within  a  few  months  after  operation,  a  new  Section  Head  was  hired,  and  the 
internal  organization  of  this  component  was  significantly  restructured. 

The  reasons  for  the  later  modifications  in  the  case  management  component,  and  the 
implementation  of  service  delivery  by  the  CETS  and  Residential  Services  components,  will  be 
discussed  in  a  following  chapter  describing  the  first  thirteen  months  of  service  delivery  (June  1 , 
1990  -  June  30,  1991). 


B  2-25 


Factors  Facilitating  or  Impeding  Planning  and  Development  of  the  Demonstration 

There  were  several  factors  that  facilitated  the  implementation  of  the  Demonstration.  These 
are  more  completely  described  below. 

The  surrounding  environment  for  the  Demonstration  was  relatively  rich  in  resources, 
particularly  when  compared  to  many  other  major  military  installations.  Being  closely  situated  to 
leading  research  and  teaching  institutions,  state  government,  and  other  major  mental  health 
resources  (e.g.,  the  Area  Health  Education  Center)  facilitated  such  activities  as  the  hiring  and 
training  of  staff  and  the  acquisition  of  expert  consultation  for  program/component  development. 
Further,  the  existence  of  related  initiatives  for  children  (e.g.,  the  Robert  Wood  Johnson  and 
CASPP  projects)  can  be  seen  as  providing  a  rare  opportunity  for  services  collaboration  and 
cooperation  in  the  area  of  children’s  mental  health  services.  The  staff  in  the  North  Carolina  state 
office  provided  linkage  between  these  service  demonstrations.  In  addition,  state  staff  members 
who  handled  administrative  issues  relieved  Cardinal,  of  extensive  paperwork  and  served  as  a  buffer 
between  the  Demonstration  and  the  Army  during  this  time  period. 

Another  factor  that  facilitated  implementation  of  the  Demonstration  concerned  its  basic 
organization  and  configuration  as  a  mental  health  services  organization.  At  the  onset,  the  contin¬ 
uum  of  care  was  both  developed  by  and  housed  within  a  "new"  freestanding,  nonprofit  facility 
rather  than  being  placed  within  an  existing  health/mental  health  agency  or  governmental  bureau¬ 
cracy.  In  line  with  the  "lessons"  from  the  literature  (e.g..  Gray  &  Scheier,  1987),  this  helped  to 
provide  the  flexibility  needed  to  launch  new  initiatives,  and  this  perspective  also  surfaced  in  the 
May  1990  interviews.  For  example,  the  policies  and  procedures  that  needed  to  be  developed, 
while  having  to  conform  to  state  requirements  and  professional  standards,  did  not  have  to  try  and 
fit  with  an  existing  organization’s  modes  of  operation;  this  would  have  been  the  case  if  the 
Demonstration  had  been  a  component/program  within  an  existing  community  mental  health  clinic. 
Also,  the  nonprofit  status  of  Rumbaugh  permitted  additional  license  in  hiring  personnel;  whereas 
Cardinal  had  to  stay  within  the  general  salary  schedules  of  other  state/county  organizations  within 
the  catchment  area,  it  did  have  the  flexibility  to  more  easily  hire  staff  at  steps  other  than  the 
"bottom"  step  within  a  specific  position  grade  (e.g.,  the  mid-range).  As  will  be  described  in  a 
later  section,  this  also  led  to  some  problems. 

As  a  result  of  concerted  recruiting  efforts,  the  Demonstration  had  a  sufficient  pool  of 
qualified  applicants  for  consideration.  Further,  the  individuals  who  were  selected  and  hired 
represented  a  complementary  mixture  of  "new  blood,"  substantial  professional  experience,  and 
well-established  community  contacts.  This  "blend"  was  reflected  in  several  ways,  and  its 
achievement  may  be  seen  as  a  tribute  to  those  in  charge  of  hiring.  For  example,  the  Executive 
Director  of  Cardinal  had  a  long  history  of  community  contacts  and  interactions,  having  served  as 
the  chief  executive  of  a  former  health  organization  in  the  catchment  area.  The  Program  Director 
had  been  practicing  in  the  local  area  and  involved  in  the  planning  of  the  Demonstration  for  four 
years  prior  to  the  award  of  the  contract.  Key  management  staff  were  experienced  in  developing 
and  operating  from  a  system  approach  following  their  prior  experience  in  public  sector  endeavors. 
This  type  of  expertise  facilitated  the  development  of  relationships  with  other  groups  and 
organizations.  At  the  same  time,  Rumbaugh  staff  also  included  individuals  new  to  the  catchment 
area,  thus  offering  another  perspective  regarding  contextual  events  and  ways  of  handling  problems. 
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Throughout  the  planning  and  development  phase  of  the  Demonstration,  the  atmosphere  at 
Rumbaugh  was  one  of  teamwork  and  cooperation,  along  with  a  strong  embracing  of  the  key 
philosophies  encompassed  by  the  continuum  of  care.  This  shared  commitment  and  collegial 
approach  bodes  well  in  developing  a  new  program.  Staff  responses  to  field  interviews  in  May 
1990  indicated  that  they  were  quite  pleased  to  be  involved  in  the  demonstration,  with  many  saying 
that  "this  was  the  best  job  they  have  had."  Communication  between  management  and  staff  also 
appeared  to  be  bi-directional  and  effective.  A  formal  Management  Team  was  formed  that  met 
regularly  to  prioritize  needs  and  priorities,  develop  policies,  and  communicate  these  policies  to  all 
Rumbaugh  staff.  Similarly,  the  support  of  the  WACH  command  personnel  during  start-up,  and 
subsequently  as  members  of  the  POC,  facilitated  implementation  of  the  Demonstration  during  this 
time  period. 

The  contract  from  the  Army  provided  sufficient  resources  for  not  only  equipment  acquisi¬ 
tion,  facility  upgrading,  and  staff  hiring  but  also  for  activities  instrumental  to  services  delivery 
(e.g.,  staff  training  and  development).  This  strong  emphasis  on  training  is  embraced  by  the 
overall  treatment  philosophy  of  the  Demonstration  and  was  viewed  quite  positively  by  staff  as  one 
that  helped  them  to  carry  out  their  responsibilities  more  successfully.  For  example,  clinical  staff 
were  allowed  to  attend  seminars  and  workshops  pertinent  to  their  roles  (e.g.,  workshops  on  clinical 
algorithms,  therapeutic  foster  care,  and  different  models  of  case  management).  The  scheduling  of 
in-house  sessions  where  staff  could  disseminate  materials  from  workshops  they  had  attended  and 
discuss  the  highlights  of  the  training  also  was  seen  as  both  broadening  the  results  of  training  and 
providing  an  opportunity  for  staff  discussion  and  collegiality. 

Finally,  the  existence  of  a  funded  "start-up"  period  for  planning  and  developing  the  continu¬ 
um  of  care  and  its  components  was  crucial.  Although  the  need  for  this  is  obvious,  it  is  not 
unlikely  that  individuals  are  often  asked  to  begin  services  shortly  after  the  funding  becomes 
available.  Given  the  comprehensive  breadth  and  scope  of  the  Fort  Bragg  Demonstration  process 
and  the  multitude  of  activities  that  had  to  be  completed,  it  could  be  argued  that  this  planning  period 
could  have  been  lengthened. 

At  the  same  time,  problems  surfaced  that  hindered  in  one  or  more  ways  the 
Demonstration’s  ability  to  be  fully  operational  by  the  time  it  "opened  its  doors."  First,  the 
Demonstration  encountered  some  suspicion  and  mistrust  from  the  local  provider  community,  and 
its  efforts  to  effectively  field  questions,  correct  misunderstandings,  and  enlist  provider  participation 
were  hampered  by  the  length  of  time  required  to  obtain  HSC  approval  to  release  information  (e.g., 
reimbursement  rates  for  contracted  providers)  that  could  have  helped  to  address  provider  concerns. 
Consequently,  the  time  and  effort  to  contact  and  enlist  provider  participation  (e.g.,  establishing 
contracts  for  needed  services)  was  considerably  greater  than  anticipated,  and  few  contractual 
arrangements  were  finalized  as  of  June  1st,  particularly  those  with  private  practitioners.  For  the 
most  part,  however,  the  level  of  "hostility"  from  community  providers  was  low,  with  the  majority 
of  concerns  revolving  around  billing  and  payment  issues,  e.g.,  reimbursement  rates,  administrative 
"paperwork"  requirements,  and  "turn-around  time"  for  payment  of  claims. 

The  only  exception  was  Cumberland  County  Mental  Health  Center,  the  local  MH/DD/SA 
area  program.  Repeated  concerns  were  raised  by  the  Area  Director,  including  the  salaries  offered 
by  Rumbaugh  ,  concern  that  the  demonstration  was  "raiding"  Cumberland  staff,  and  so  forth.  In 
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general,  these  concerns  were  promptly  handled  and  appear  to  be  overinflated*.  However,  some 
level  of  friction  persisted,  including  speculations  that  key  administrative  staff  at  Cumberland  had 
attempted  to  raise  concern  over  the  Demonstration  by  suggesting  to  a  local  newspaper  reporter  that 
he  should  investigate  Cardinal's  hiring,  bidding,  and  administrative  practices. 

Problems  were  experienced  in  adapting  the  computer  software  chosen  to  operate  the  man¬ 
agement  information  system  to  meet  the  needs  at  the  Rumbaugh  Clinic.  A  pre-existing  software 
program  was  chosen  in  order  to  expedite  implementation  but  did  not  allow  the  flexibility  needed 
for  this  Demonstration.  Customization  was  required  that,  at  times,  took  longer  than  anticipated. 

In  addition,  fine  tuning  of  the  manual  system  required  additional  time.  As  a  result,  the  complete 
system  for  client  characteristics,  service  utilization,  and  financial  transactions  was  not  fully  opera¬ 
tional  when  the  Demonstration  officially  opened  its  doors. 

As  of  June  1,  1990,  the  staffing  levels  for  Rumbaugh  were  in  accordance  with  Plan  A, 
although  a  few  key  positions  remained  open  (e.g.,  the  Section  Head  for  Community  Education  and 
Treatment).  This  staffing  plan  was  based  on  the  Army’s  assumption  that  client  demand  would  total 
between  160  and  200  during  the  initial  months  of  service  delivery. 

For  several  reasons,  including  the  constraints  established  by  HSC,  the  full  continuum  of 
care  was  not  implemented  as  of  June  1,  1990.  Coupled  with  a  significantly  heavier  client  load  and 
the  lack  of  several  "intermediary"  treatment  settings  (e.g.,  group  homes  and  supervised 
independent  living),  it  became  readily  apparent  that  this  situation  worked  against  the  project’s 
overall  goals  (i.e.,  improved  treatment  outcomes  at  reduced  cost,  along  with  providing  "individu¬ 
alized,  wrap-around  services").  These  issues  are  discussed  in  the  following  section,  "The  First 
Thirteen  Months  of  Service  Delivery  of  the  Fort  Bragg  Demonstration  Project,  June  1 ,  1990  -  June 
30,  1991." 


^Cardinal's  salary  schedule  was  only  1.2%  higher  than  Cumberland’s, 
staff  at  higher  "steps,*  thus  effectively  increasing  the  salary  levels. 


Cardinal,  however,  was  able  to  hire 
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Section  2 

Providing  a  Continuum  of  Care  for  Children’s  Mental  Health  Services: 

The  First  Thirteen  Months  of  Service  Delivery  of  the  Fort  Bragg  Demonstration  Project 

June  1,  1990  -  June  30,  1991 


Executive  Summary 

The  purpose  of  this  chapter  section,  as  in  the  previous  section,  is  twofold:  (1)  to  summarize 
the  major  activities  that  were  involved  in  implementing  a  community-based,  continuum  of  care  for 
children’s  mental  health  services  during  the  first  thirteen  months’  of  service  delivery  of  the  Fort 
Bragg  Demonstration  Project  (i.e.,  the  thirteen  months  following  the  Rumbaugh  Mental  Health 
Clinic’s  official  "opening  of  its  doors"  to  clients  on  June  1,  1990);  and  (2)  to  identify  the  factors 
that  either  facilitated  the  Demonstration  s  efforts  during  its  first  year  of  service  delivery  or  erected 
barriers  to  successful  implementation.  As  mentioned  previously,  this  section  primarily  on  two 
sources  of  information  —  semi-structured  interviews  with  key  State,  Womack  Army  Community 
Hospital,  and  Rumbaugh  staff,  and  relevant  documents  (e.g.,  Project  deliverables  to  the  Army, 
internal  correspondence,  minutes  of  meetings). 

The  major  activities  were  directed  at  acquiring  resources,  distributing  them  throughout  the 
organization  and  service  system,  and  developing  monitoring  and  accounting  procedures  for  tracking 
how  these  resources  were  allocated  and  expended.  An  intense  amount  of  effort  continued  to  be 
directed  to  acquiring  needed  resources.  This  effort  was  a  result  of  an  immediate  surge  of  request 
for  services  that  far  exceeded  planning  estimates.  Directly  related  to  this  issue  were  increase  in 
the  client  load,  increase  in  the  budget,  increase  in  the  staffing  plans,  and  contracting  with  private 
providers.  As  new  resources  were  added  to  those  already  in  place,  decisions  regarding  how  they 
would  be  allocated  to  the  various  administrative  and  clinical  components  of  the  Demonstration 
were  continually  made.  This  involved  not  only  receiving  and  distributing  funds,  but  also 
prioritizing  client  care  and  coordinating  services  and  resources. 

Continued  development  of  monitoring  plans  and  carrying  out  of  accounting  functions  also 
constituted  a  significant  focus  during  the  initial  thirteen  month  period  of  service  delivery.  The 
monitoring  activities  centered  on  establishing  procedures  for  overseeing  resource  consumption  at 
the  Demonstration,  while  the  accounting  functions  followed  by  documenting  the  actual  performance 
in  the  specified  areas.  The  activities  associated  with  assessment  of  Demonstration  resources  took 
two  primary  forms:  (a)  evaluation  of  the  level  of  resources  needed  to  provide  services  to  the 
eligible  clients  who  presented  for  care;  and  (b)  assessing  the  compliance  of  the  Demonstration  with 
requirements  imposed  by  the  contract  and  by  the  community  best-practices  doctrine  for 
professional  services. 


’The  thirteen  month  time  period  was  chosen  instead  of  one  year  in  order  to  coincide  with  (he  end  of  the 
quarterly  reporting  period. 
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The  actual  clinical  services  provided  in  the  continuum  of  care  comprised  several 
components:  (a)  intake  assessment  and  emergency  services;  (b)  case  management;  and  (c) 
treatment  provided  by  Rumbaugh  and  contract  providers,  including:  outpatient,  day  treatment  and 
afterschool  programs,  in-home  therapy  and  crisis  intervention,  residential,  inpatient,  psychiatric 
and  substance  abuse  services.  At  the  beginning  of  this  time  period,  Intake  Assessment,  Case 
Management,  In-home  Services,  and  Outpatient  Services  were  the  only  components  within 
Rumbaugh  that  were  operational.  Inpatient  services  and  therapeutic  homes  became  available 
immediately  through  contract  with  area  programs.  Although  the  remaining  components  had 
originally  been  planned  through  the  budget  negotiations  process  to  be  phased  in,  the  increased 
caseload  necessitated  implementing  these  services  as  quickly  as  possible.  By  March,  1991,  the 
Community  Education  Treatment  Services  and  Residential  Services  components  were  also  fully 
operational  and  the  continuum  was  considered  complete. 

Factors  at  the  organizational,  community,  and  contractual  levels  influenced  the 
implementation  of  the  Demonstration  during  the  period  from  June  1,  1990  to  June  30,  1991,  the 
first  thirteen  months  of  service  delivery.  Factors  that  facilitated  the  implementation  of  the 
Demonstration  included:  (a)  Cardinal’s  organization  as  a  not-for-profit  mental  health  agency  and  its 
related  administrative  flexibility;  (b)  general  organizational  flexibility  in  the  face  of  increasing 
client  loads  and  change;  (c)  staff  commitment  to  the  continuum  of  care  model;  (d)  coordination  of 
treatment  services  at  the  individual  and  organizational  level;  (e)  abundant  resources;  and  (0  the 
presence  of  two  buffering  groups  between  Rumbaugh  and  the  Army  Health  Services  Command 
(HSC). 


Factors  that  posed  impediments  to  the  successful  implementation  of  the  Demonstration  as 
planned  included:  (a)  the  high  volume  of  clients  presenting  for  service  on  June  1,  1990,  and 
beyond;  (b)  the  quick  expansion  of  services  in  addition  to  the  difficulty  in  initiating  alternative 
services  that  are  not  part  of  die  mental  health  "mainstream"  such  as  day  treatment,  residential 
services,  and  case  management;  (c)  problems  regarding  role  ambiguity,  continuity  of  care,  and 
family  involvement  with  children  and  adolescents  involved  in  multiple  levels  of  care;  and  (d)  the 
increasing  strain  in  relationship  between  the  Army  and  the  Demonstration  related  to  rising  costs 
and  increased  surveillance.  The  issues  raised  during  this  first  period  of  service  delivery 
Demonstration  will  continue  to  play  out  as  the  second  year  of  service  delivery  unfolds. 

Rationale  and  Structure  of  the  Chapter  Section 

Purpose  of  the  section 

In  general,  this  chapter  is  intended  to  continue  the  description  Demonstration  begun  in  the 
previous  section,  "Developing  a  Continuum  of  Care  for  Children’s  Mental  Health  Services:  The 
First  Nine  Months  of  the  Fort  Bragg  Demonstration  Project  (August  18,  1989  -  May  31,  1990)." 
That  section  described  the  major  "start-up"  activities  that  were  involved  in  getting  the 
Demonstration  to  the  point  of  being  able  to  offer  services  on  June  1,  1990.  In  the  present  section, 
two  central  questions  will  be  addressed: 

(1)  What  are  the  major  activities  that  were  accomplished  during  the  first  thirteen  months 
of  service  delivery  of  the  Demonstration  (i.e.,  June  1,  1990  -  June  30,  1991), 
including  the  key  resources  expended  and  actions  performed,  and  what  was  the 
degree  of  congruence  between  these  activities  and  those  originally  planned? 
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(2)  What  factors  facilitated  the  implementation  of  the  Demonstration  during  this  first 
year  of  service  delivery,  and  what  barriers  interfered  with  project  operations  during 
this  period? 


Sources  of  information 

This  section,  as  the  last,  is  based  primarily  on  two  sources  of  information:  semi-structured 
interviews  with  key  State,  Womack  Army  Community  Hospital,  and  Rumbaugh  staff,  and  relevant 
documents.  During  the  spring  and  summer  of  1990,  a  series  of  interviews  was  held  with  39 
individuals  representing  North  Carolina’s  MH/DD/SAS,  members  of  the  Project  Oversight 
Committee  from  Womack  Army  Community  Hospital  (WACH),  and  Rumbaugh  staff  members  at 
the  executive,  section  head,  and  service  delivery  levels.  These  interviews  focused  on  eliciting 
information  about  the  types  and  levels  of  activities  that  occurred  during  the  first  year  of  service 
delivery,  resources  available  for  the  implementation  of  the  Demonstration  during  that  period, 
perceptions  and  expectations  for  the  Demonstration  and  its  individual  components,  and  factors  that 
either  facilitated  or  impeded  the  implementation  of  the  Demonstration  during  that  period. 
Information  from  field  office  reports  and  site  visits  prepared  by  Evaluation  Project  staff  was  also 
incorporated. 

Documents  generated  by  or  about  the  Demonstration  were  also  reviewed,  which  included: 
all  quarterly  reports  submitted  to  the  Army  by  MH/DD/SAS;  minutes  of  meetings  such  as  those  of 
the  Project  Oversight  Committee;  organizational  charts  and  staffing  reports  of  Rumbaugh; 
correspondence  between  MH/DD/SAS,  Rumbaugh,  and  the  Army  HSC;  policies  and  procedures 
developed  by  Rumbaugh  staff;  and  correspondence  and  reports  from  groups  and  individuals  with 
which  the  Demonstration  has  had  contact. 

Overall  approach  guiding  this  section 

Designed  as  part  of  an  ongoing  series  of  sections  describing  the  implementation  of  the 
Demonstration,  this  section  on  the  first  thirteen  months  of  service  delivery  continues  to  use 
Leginski  et  al.’s  (1989)  categories  of  basic  managerial  decisions  and  activities  for  mental  health 
services.  The  categories  continue  to  form  the  framework  for  discussing  the  resources  and  tasks 
involved  during  the  time  period.  Five  major  areas  described  include:  acquiring  resources  for  the 
Demonstration;  distributing  resources  within  the  organization;  monitoring  the  organization’s  use  of 
these  resources;  accounting  for  these  resources;  and  assessing  the  impact  of  the  organization,  the 
compliance  with  plans  and  priorities,  and  the  influence  of  factors  on  the  implementation  of  the 
program. 

Structure  of  the  section 

This  section  is  organized  into  three  sub-sections.  The  first  section  summarizes  the  major 
activities  of  the  Demonstration  from  June  1,  1990  to  June  30,  1991  (the  first  thirteen  months  of 
service  delivery).  In  general,  it  will  provide  an  abbreviated  description  of  the  Demonstration’s 
major  activities  using  Leginski  et  al.’s  (1989)  categories  of  management  decisions. 

The  second  sub-section  will  describe  in  more  detail  the  operation  of  each  component  of  the 
Demonstration  during  this  time  period.  Staffing  patterns,  dates  of  initiation  of  service-delivery  for 
each  component,  and  congruence  with  implementation  plans  will  be  reviewed.  In  the  final  section, 
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factors  are  discussed  that  either  facilitated  implementation  of  the  Demonstration  or  imposed 
barriers  to  its  successful  operation.* 


Major  Activities  of  the  Demonstration  During  the  First  Thirteen  Months  of  Service  Delivery 

The  composite  picture  of  the  Demonstration’s  activities  during  its  first  thirteen  months  of 
service  delivery  and  implementing  a  continuum  of  care  on  June  1,  1990  can  be  organized  around 
five  types  of  managerial  decisions/actions  (Leginski  et  al.,  1989): 

(1)  Acquiring  the  necessary  resources  for  the  Demonstration.  This  includes  those  ac¬ 
tions  aimed  at  procuring  needed  resources,  including  financing,  staff,  facilities,  and 
even  clients.  Examples  are  hiring  staff,  contracting  with  local  providers  to  deliver 
services,  developing  referral  sources,  and  making  arrangements  with  various  third- 
party  payers  for  services. 

(2)  Distributing  resources.  These  types  of  decisions  and  activities  center  on  the  allo¬ 
cation  of  resources  among  the  various  units/groups  involved.  Typical  efforts  include 
preparing  budgets,  negotiating  unanticipated  requests  that  involve  financial  impli¬ 
cations,  and  deciding  on  specific  contractual  arrangements  (e.g.,  establishment  of 
reimbursement  rates  for  external  providers). 

(3)  Monitoring  how  resources  are  utilized.  Decisions  and  duties  required  for  overseeing 
resource  consumption  within  the  Demonstration  cover  several  different  domains. 
These  include,  to  name  a  few,  the  development  of  formal  reporting  requirements, 
review  of  reports,  and  the  installation  of  a  management  information  system  that  can 
generate  and  monitor  "key  indicators"  of  effort  and  resources  expended  by  the 
organization. 

(4)  Accounting  of  resources.  This  category  of  activities  involves  those  tasks  and  deci¬ 
sions  that  demonstrate  control  over  resource  utilization.  In  addition  to  financial  ac¬ 
counting  practices,  accountability  efforts  frequently  entail  the  formulation  of  policies 
about  staff  performance  and  clinical  treatment. 

(5)  Assessment  of  resources.  As  previously  described,  these  activities  focus  on  deter¬ 
mining  whether  organizational  inputs  and  outputs  are  appropriate.  Assessments  are 
of  two  types.  Compliance  assessments  involve  making  judgments  about  whether 
things  actually  occurred  or  were  supposed  to  happen  as  a  result  of  certain  organiza¬ 
tional  actions  (e.g.,  an  increase  in  the  hiring  of  minorities  as  a  result  of  new  agency 
guidelines  or  improvements  in  services  delivery  subsequent  to  changes  in  the 
allocation  of  program  resources).  Impact  assessments  are  directed  at  determining 
whether  particular  expenditures  of  an  organization’s  resources  produced  the  desired 
outcome(s)  e.g.,  enhanced  levels  of  client  functioning  as  the  result  of  treatment). 


*  For  an  overview  of  the  Ft.  Bragg  Demonstration  Project,  refer  to  the  previous  chapter  section  of  the 
Implementation  Study,  "Developing  a  Continuum  of  Care  for  Children’s  Mental  Health  Services:  The  First  Nine 
Months  of  the  Ft.  Bragg  Demonstration  Project,  August  18,  1989  -  May  31,  1990." 
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Figure  2-6  presents  a  detailed  enumeration  of  the  major  actions  taken  by  the  Demonstration, 
including  those  carried  out  by  MH/DD/SAS  and  Rumbaugh.* 

Briefly  stated,  the  majority  of  activities  during  the  thirteen-month  period  were  directed  at 
acquiring  resources,  distributing  them  among  participants,  and  developing  monitoring  and 
accounting  procedures  for  tracking  how  these  resources  were  allocated  and  expended.  The  major 
efforts  under  each  of  these  more  general  categories  are  briefly  described  following  Figure  2-6. 


*  The  activities  that  occurred  under  the  auspices  of  the  Evaluation  Project  are  not  detailed  in  this  report,  given  that 
this  document  is  part  of  the  overall  evaluation  effort  at  Vanderbilt  University. 
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Figure  2-6 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1,  1990  -  June  30, 1991 


Acquisition  of  Resources 


4  finalized  details  of  contracts  with  Lee-Ham ett  MH/DD/SA  Area 
Program 

4  continued  to  prepare  for  and  obtain  necessary  licensure  and 
certification  for  program  elements 

o  obtained  necessary  insurance  for  opening  of  residential 
and  day  treatment  programs 

4  continued  to  recruit,  hire  and  train  staff 

o  foil  time  clinical  staff  grew  from  40  (approved  6/1/90) 
to  154  (hired  by  6/30/91) 

o  administrative  staff  grew  from  5  (approved  6/1/90)  to 
11  (hired  by  6/30/91) 

o  continued  to  maintain  a  computerized  database  for  job 
applicants 

4  continued  to  purchase  necessary  capital  equipment  and  supplies 

4  continued  to  locate  and  rent  facilities  for  offices,  day  treatment, 
group  homes 

4  continued  to  expand  and  upfit  facility 

4  secured  leasing  of  vehicles  (5  sedans  and  4  vans) 

o  to  transport  clients  in  the  residential  and  day  treatment 
programs  and  as  a  "last  resort"  to  transport  clients  in 
the  outpatient  program 

o  also  used  for  client  visits  by  staff  in  the  in-home  and 
case  management  sections 

4  screened  referrals  before  scheduling  intake  assessments 

o  established  a  telephone  screening  process  in  order  to 
lessen  intake  load 
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Figure  2-6  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  I,  1990  -  June  30,  1991 


Acquisition  of  Resources  (continued) 

4  admitted  clients  for  services 

o  performed  2,312  intakes  during  the  first  13  months 
o  increased  case  load  from  120  expected  as  of  June  1,  1990  to  1,386 
active  clients  and  89  pending  assessment  as  of  June  30,1991 
o  provided  services  to  a  total  of  2,470  clients 

4  developed  and  distributed  beneficiary  handbooks 

4  continued  contracting  with  private  psychologists,  psychiatrists,  social 
workers,  other  mental  health  professionals,  and  hospitals 

o  by  9/30/90,  signed  contracts  with  28  private  providers, 

10  corporate  groups  (including  59  providers),  4  MH/DD/SA 
area  programs  and  5  hospitals 
o  set  up  system  for  credential  review  and  privileging 
contract  providers 

4  opened  services  in  all  components 

♦  Assisted  the  chief  health  care  provider  for  military  families  (PRIMUS)  in  modifying 
their  contract  to  allow  direct  referrals  to  Rumbaugh  Mental  Health  Clinic 

4  developed  procedures  for  prescription  medication  to  be  made  available 

4  renegotiated  contract  with  Army  to  modify  client  eligibility 

o  to  include  emancipated  minors  who  are  CHAMPUS  eligible 
spouses  and  under  18 

o  to  include  a  portion  of  the  payment  for  services  to  Willie  M.  clients 

4  renegotiated  FY90  and  FY91  budgets  to  reflect  increase  in  client  load 

4  prepared  budget  for  FY92  to  include  increase  in  predicted  client  load 
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Figure  2-6  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1,  1990  -  June  30,  1991 


Distribution  of  Resources 

4  renegotiated  rate  schedule  for  contract  providers 

4  renegotiated  Army  contract  for  case  management  to  include  use  of 
outpatient  care  coordinators 

4  provided  ongoing  training  oppoi  .unities  for  staff 

4  conducted  intake  staffing*  on  all  new  clients  to  determine 
appropriate  initial  level  of  care 

4  conducted  treatment  meetings  on  a  regular  basis  to  design  and 
coordinate  client  care 

4  participated  in  meetings  to  coordinate  care  to  Rumbaugh  clients 
o  schools  at  Fort  Bragg,  in  Fayetteville,  and  the 
surrounding  area 

o  Womack  Army  Community  Hospital 

o  other  community  agencies 

4  provided  intake  materials  to  contract  providers  and  ongoing 
case  monitoring 

4  provided  client  transportation  when  necessary 

4  determined  priorities  for  client  care  in  the  face  of  greater  than 
expected  number  of  clients 

4  established  system  of  communicating  organizational,  policy  and  procedure 
changes  to  all  staff  members 

4  received  technical  assistance  from  MH/DD/SAS  on  multiple  issues, 
including  meeting  licensure  and  certification  requirements,  developing 
justification  for  additional  vehicles,  reviewing  the  physical  facility, 
developing  DEERS  procedure  to  use  prior  to  installation  of  DEERS  terminal, 
assisting  with  cost  projections 

4  decreased  utilization  rate  based  on  total  number  of  clients  served  in  inpatient 
hospitalization  and  residential  treatment  centers 
c  June  1990,  7%  of  caseload 
o  June  1991,  1.6  %  of  caseload 
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Figure  2-6  ( continued i 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1,  1990  -  June  30, 1991 


Monitoring  Utilization  of  Resources 

4  continued  meeting  of  the  Project  Oversight  Committee  on  a  monthly  basis 

4  continued  preparation  of  quarterly  and  other  reports  to  document  and 

relay  information  about  project  activities  to  the  Army 

♦  developed  surveillance  procedures  for  MH/DD/SA  to  monitor  performance 
of  Rumbaugh  and  Vanderbilt 

4  initiated  use  of  computerized  data  base  for  generating  customized  reports 
for  various  users 

4  developed  Quality  Assurance  /Utilization  Review  system 

o  reformulated  Quality  Assurance  system  into  an  ongoing 
Quality  Improvement  process 

4  reviewed  and  revised  policies  for  subcontracting  to  private  providers 

4  established  regular  committee  meetings  for  clinical  management, 

review  of  credentials,  clinical  records,  UR,  QI,  provider  advisory,  and 
other  issues 

4  prepared  audit  plans 

4  continued  to  develop  and  refine  policies  and  procedures  related  to 
Rumbaugh  operations 

4  continued  to  monitor  and  attempt  to  reduce  length  of  waiting  list  for  intakes 

4  continued  monitoring  of  compliance  with  personnel  requirements 

4  participated  in  surveillance  activities 

o  NC  MH/DD/SAS 

o  Army  Office  of  the  Surgeon  General 

o  Army  Health  Services  Command 

o  WACH  COR 
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Figure  2-6  ( continued ) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1,  1990  -  June  30,  1991 


Accounting  of  Resources 


4  provided  ongoing  supervision  to  staff  at  all  levels 

4  reviewed  treatment  planning  and  documents  submitted  by  contract  providers 

4  initiated  billing  system  for  clients  with  additional  insurance  benefits 

4  initiated  reimbursement  system  for  contract  providers 

o  set  up  system  for  clinical  case  managers  to  authorize  hospital  stays 

4  reported  on  Willie  M.  and  clinical  cost  outlier  expenses  on  a  monthly  basis 

4  documented  DEERS  eligibility  of  potential  clients  through  established  procedure 
o  DEERS  terminal  installed  in  June,  1991 

4  documented  all  clinical  services  through  extensive  clinical  records  procedures 
o  transcription  services  provided  for  clinical  notes  and  reports 
o  clinical  records  reviewed  regularly 

4  participated  in  independent  audits 

o  FY90  closeout  audit  of  Cardinal  by  Ray  Clinebelle,  C.P.A. 
o  3/27/91  audit  by  the  Defense  Contract  Audit  Agency 

4  initiated  and  gathered  information  on  numerous  QI  studies  across  the  program 
components 

4  established  system  for  keeping  minutes  at  all  official  committee  meetings 
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Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1,  1990  -  June  30,  1991 


Accounting  of  Resources  (continued) 

♦  participated  in  surveillance  and  monitoring  visits 

o  10/17/90  Mrs.  Price  of  OTSG,  LTC  Dohanos,  Mr.  Swan, 
and  Mrs.  Mathis  of  HSC  received  administrative  update 
of  the  project 

o  1 1/28/90  COL  Fagan  and  Mrs.  Price  OTSG  and  LTC  Plewes 
of  Walter  Reed  Army  Medical  Center  visited  to  review 
active  cases,  clients'  records,  and  to  get  an  overview 
o  3/91  Dr.  Roy  Haberkern,  child  psychiatrist,  under  contract 
to  MH/DD/SAS,  initiated  peer  reviews  to  monitor  client 
management  at  Rumbaugh 

o  3/25-26/91  administrative  and  clinical  review  by  HSC 

COL  Brenz,  LTC  Dohanos,  CPT  Stockmeyer,  Mrs.  Mathis, 

LTC  Plewes  (Walter  Reed),  MAJ  Batzer  and  CPT  Morris  (WACH) 
o  4/24/91  LTC  Dohanos  and  Mrs.  Mathis  conducted  a  review 
of  the  administrative  programs 
o  4/15/91  surveillance  visit  by  CPT  Morris 

♦  notified  Army  that  approved  budget  amount  was  not  adequate 

o  requested  relief  for  the  State  for  costs  that  exceeded 
the  approved  contract 

o  submitted  revised  FY  91  budgets  reflecting  increase  in 
clinical  services  associated  with  increased  client  load 


B  2-46 


Figure  2-6  (continued) 

Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  1, 1990  -  June  30, 1991 


Assessment  of  Resources 

♦  received  feedback  from  surveillance  and  monitoring  visits  and  addressed 
recommendations 

o  FY90  closeout  audit  of  Cardinal  by  Ray  Clinebelle,  C.P.A.,  indicated 
positive  opinion  of  compliance  and  fiscal  responsibility  in 
all  areas  with  the  exception  of  budget  compliance  organization’s 
allowable  costs  exceeded  the  approved  budget  and  had  not  received 
a  budget  modification  as  of  his  report  date  (by  $629,135) 

o  1 1/28/90  visit  by  COL  Fagan  raised  concerns  regarding  adequate 
personnel  and  a  completed  QA  plan 

o  3/25-26/91  CPT  Stockmeyer  noted  minor  deficiencies  in  QA  program, 
COL  Brenz  noted  that  there  were  a  few  discrepancies  in  clients 
charts  but,  in  general,  the  evaluations  were  thorough  and  superb 

o  4/15/91  surveillance  visit  by  CPT  Morris 

•  letter  response  by  Dr.  Behar  5/2/91 

o  4/24/91  Assistant  Secretary  of  the  Army  provided  the  1st 

quarter  FY91  Report  on  the  Fort  Bragg  Child  and  Adolescent 
Mental  Health  Demonstration  Project  to  the  Chairman, 

Committee  on  Appropriations,  United  States  Senate 

•  Dr.  Behar  responded  by  letter  on  6/12/91, 
clarifying  "misperceptions" 

o  6/4/91,  MH/DD/SAS  received  a  copy  of  the  "Analysis  of 
CHAMPUS  Per  Capita  Mental  Health  Expenditures  and 
Utilization  for  Beneficiaries  Less  than  Eighteen  Years," 
prepared  by  the  U.S.  Army  Health  Care  Studies  and  Clinical 
Investigation  Activity 

•  Dr.  Behar  responded  6/12/91,  asking  that  the 
report  be  retracted  as  it  was  "premature, 
inaccurate,  and  biased" 
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Major  Actions  Taken  By  the  Fort  Bragg  Demonstration  Project: 
June  I,  1990  -  June  30, 1991 

Assessment  of  Resources  (continued) 


♦  continued  review  of  contract  provider  competencies  and  revoked  privileges 
when  determined  that  criteria  violated 

4  restructured  several  organizational  elements  due  to  initial  experiences 

o  reorganized  staff  roles  and  responsibilities  in  CETS, 
residential  care,  and  case  management  in  response  to 
program  experiences  and  client  needs 

o  developed  an  acute  care  group  home  in  response  to  large 
hospital  case  load 

o  restructured  organization  of  business  section 

4  initiated  support  groups  for  staff  and  clients  in  response  to  Desert  Shield 
and  Desert  Storm 

4  expanded  number  of  staff  in  all  sections  in  response  to  increase  in 
client  load 

4  continued  assessment  of  the  adequacy  of  the  approved  budget  to  meet 
the  client  load  demand 

4  increased  concern  about  costs  of  the  project  were  voiced  by  Project 
Oversight  Committee  members  and  HSC  staff 

4  worked  on  estimating  predicted  future  costs  of  service  in  order  to 
prepare  budget  for  following  fiscal  year 
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Acquisition  of  resources 

Although  by  June  1,  1990,  the  "start-up"  phase  of  the  project  was  completed,  the  next 
thirteen  months  continued  to  involve  an  intense  amount  of  effort  directed  to  acquiring  needed 
resources.  This  effort  was  a  result  of  an  immediate  surge  of  requests  for  services  that  far 
exceeded  planning.  Directly  related  to  this  issue  were  increases  in  the  client  load,  the  budget,  and 
the  staffing  plans,  and  contracting  with  private  providers. 

Increase  in  the  client  load.  Originally,  Rumbaugh  had  been  told  to  expect  approximately 
160  clients  to  present  for  service  during  the  beginning  of  this  service  period.  In  fact,  by  the  end 
of  the  first  month,  more  than  200  transition  cases*  and  an  additional  366  potential  clients  had 
received  or  been  scheduled  for  an  intake  assessment.  This  level  of  request  for  service  continued 
for  the  entire  first  thirteen  month  period:  by  September  30,  1990,  725  cases  were  open  and  196 
more  were  pending  intake  assessment  or  first  appointment;  by  December  31,  1990,  there  were 
1166  active  cases;  by  March  31,  1991,  1,352  active  cases  were  open  with  an  additional  167 
pending  assessment  or  first  appointment.  By  the  end  of  the  thirteen  month  period,  the  client  load 
was  appearing  to  stabilize  at  approximately  1,500.  During  this  time  2,312  intake  assessments  had 
been  performed  and  services  had  been  provided  to  a  total  of  2,470  clients. 

The  increase  in  client  load  resulted  in  a  steady  increase  in  (a)  the  number  of  clinical  staff 
members  needed  to  provide  services;  (b)  the  number  of  administrative  staff  needed  to  support  the 
clinical  program;  and  therefore,  (c)  the  budget  for  the  Demonstration. 

Budget  increases.  The  originally  predicted  budget  designed  to  serve  a  client  load  that 
slowly  increased  from  120  to  425  over  this  same  thirteen  month  period,  was  for  a  total  of 
$5,011,096".  By  June  30,  1991,  however,  the  Army  had  been  notified  multiple  times  that  the 
MH/DD/SAS  was  reaching  the  budget  maximum  for  the  entire  fiscal  year  (both  for  FY90  and 
FY91)  and  that  budget  revisions  were  necessary  to  be  able  to  continue  to  provide  services  to  the 
number  of  children  and  adolescents  presenting  for  service.  By  June  31,  1990,  MH/DD/SAS  had 
requested  an  increase  to  $14,227,738.  However,  by  that  time  the  budget  figure  approved  by  the 
Army  HSC  was  $12,000,000,  and  MH/DD/SAS  had  already  notified  HSC  that  amount  was 
expected  to  last  only  through  August  15,  1991  (when  the  fiscal  year  end  was  September  30). 

Increased  staffing  patterns.  The  staffing  patterns  at  the  Rumbaugh  similarly  underwent 
significant  expansion.  Within  the  thirteen  month  period,  the  number  of  full-time  clinic  staff 
positions  increased  from  35  to  137.  Original  staffing  plans,  based  on  estimates  of  client  need  by 
HSC,  had  progressed  in  the  sequence  indicated  in  Table  2-2  below: 


By  June  30,  1990,  after  only  one  month  of  service  delivery  and  a  client  load  and  waiting 
list  in  excess  of  500,  Rumbaugh  immediately  shifted  to  "Plan  D",  and  by  September,  1990,  was 
already  talking  about  a  "Plan  E"  that  exceeded  any  previously  planned  client  load  and  related 


l0"Transition'  cases  are  those  who  were  already  receiving  mental  health  services  under  the  CHAMPUS  program 
prior  to  June  1,  1990. 

"These  budget  figures  reflect  the  FY91  fiscal  year  that  represents  October  1,  1990  -  September  30,  1991,  and 
thus,  does  not  correspond  exactly  with  this  13-month  period.  These  figures  highlight,  however,  the  issues  involved  in 
budgetary  needs  during  this  time  period. 
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Table  2-2 

Cardinal  Staffing  Plan 


Plan/  Date 

Predicted 

gUgiJLflgl 

Actual 

Client  Load 

Planned  Number 
Clinic  Staff 

Actual  Number 
Clinic  Staff 

A/8/1989  •  5/1990 

160-200 

566* 

35 

35 

B/6/1990  -  9/1990 

240-300 

921 

so 

92* 

C/10/1990-  9/1991 

320-400 

1475* 

60 

1374 

D/10/1991-  5/1994 

400-500 

NA 

69 

NA 

Notes: 

a.  As  of  6/30/90,  after  the  first  month  of  service  delivery,  200  transition  cases  had  been  opened  and  an 
additional  366  potential  clients  had  received  or  had  been  acheduled  for  an  intake  assessment. 

b.  This  number  represents  the  active  cases  an  6/30/91  (POC  Meeting  Minutes,  7/17/91). 

c.  This  number  represents  the  number  of  clinical  staff  employed  or  scheduled  to  begin  employment  on 
9/30/90  (POC  Meeting  Minutes,  10/17/90). 

d.  This  number  represents  the  clinical  staff  positions  filled  on  6/30/91.  There  were  a  total  number  of  154 
positions  authorized  at  that  time  (POC  Meeting  Minutes,  7/17/91). 


number  of  clinical  staff.  The  recruitment,  hiring  and  training  process  for  quadrupling  the  number 
of  clinical  staff  during  the  first  year  took  a  significant  amount  of  effort  on  the  part  of  every  level 
and  section  of  staff  at  Rumbaugh.  A  computerized  data  base  was  quickly  expanded  as  was  national 
advertising  and  recruitment  for  positions.  The  development  of  a  generous  fringe  benefit  program 
took  on  even  more  importance  in  the  light  of  the  need  to  recruit  over  100  additional  clinical  staff 
members  to  a  program  with  a  limited  life  span13.  These  recruitment  efforts  were  successful  in 
their  ultimate  achievement  of  most  hiring  goals.  However,  certain  positions  remained  under¬ 
staffed  at  the  end  of  the  thirteen  month  period.  Qualified  substance  abuse  counselors  proved 
especially  difficult  to  attract  to  the  Fayetteville  area. 


Contracting  with  community  providers.  Along  with  the  hiring  of  additional  Rumbaugh 
staff,  the  Demonstration  quickly  finalized  contracting  arrangements  with  community  psychologists, 
social  workers  and  psychiatrists  to  whom  clients  could  be  referred  when  outpatient  services 
appeared  to  be  the  only  service  needed.  By  the  end  of  the  thirteen  month  period,  a  total  of  148 
contract  providers  had  signed  contracts  and  were  either  temporarily  or  fully  privileged.  Finalizing 
the  contracting  process  took  longer  than  expected,  and  it  was  not  until  several  months  after  the 
doors  opened  that  contracts  were  secured  with  private  providers,  corporate  groups  of  providers, 
several  MH/DD/SA  area  programs,  and  several  inpatient  hospitals  in  the  Fayetteville  and 
Raleigh/Durham/Chapel  Hill  area.  In  addition,  a  credential  review/  privileging  process  meeting 


12  The  Demonstration  Project  contract  calls  for  an  end  date  of  May  31,  1994. 
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JCAHO  standards  was  begun  in  order  to  ensure  appropriate  licensure  or  certification,  competence, 
and  relevant  experience  before  contract  providers  were  allowed  to  provide  care  to  Rumbaugh 
clients.  As  of  June  30,  1991,  this  process  had  still  not  been  completed  with  the  contracted 
providers  and  continued  into  the  next  period  of  operation. 

Arranging  for  clinical  services  was  another  major  focus  during  this  initial  period  of  service 
delivery.  On  June  1,  1990,  the  basic  clinical  components  as  specified  by  the  contract  and 
budgeting  negotiation  were  in  place:  (1)  Intake  assessment  and  emergency  services;  (2)  treatment 
services  including  Outpatient,  and  In-Home  Services  provided  through  Rumbaugh  and  inpatient 
hospitalization  and  residential  treatment  through  contract;  and  (3)  Case  Management.  By 
September,  school  consultation  was  available  and  contracts  had  been  signed  with  10  therapeutic 
family  homes  whose  members  were  undergoing  training.  By  the  end  of  December,  the  first  group 
home  operated  by  Rumbaugh  was  opened  as  was  the  Afterschool  Program  through  Community 
Education  Treatment  Services  (CETS).  Within  three  more  months  (March,  1991),  two  more  group 
homes  had  opened  and  the  Day  Treatment  Program  of  CETS  was  operational.  The  service 
components  will  be  described  in  more  detail  below. 


Distribution  of  resources 

As  new  resources  were  added  to  those  already  in  place,  decisions  regarding  how  they  would 
be  allocated  to  the  various  administrative  and  clinical  components  of  the  Demonstration  were 
continually  made.  This  involved  not  only  receiving  and  distributing  funds,  but  also  prioritizing 
client  care  and  coordinating  services  and  resources. 


Intake  staffings.  treatment  team  meetings,  and  case  coordination.  For  each  of  the  2,470 
clients  served  during  the  thirteen  month  period,  a  variety  of  mechanisms  for  assuring  appropriate 
and  coordinated  care  were  implemented.  Multidisciplinary  intake  staffings  were  planned  to  be  held 
within  2  working  days  of  the  intake  assessment,  at  which  time  the  initial  level  of  care  was 
determined  and  referral  made  to  the  appropriate  provider  or  section.  For  the  majority  of  cases, 
this  involved  referral  to  a  community  contracted  provider  for  outpatient  care.  When  it  was 
determined  that  a  child  was  in  need  of  more  than  outpatient  care  alone,  a  clinical  case  manager 
was  assigned,  and  the  appropriate  components  within  Rumbaugh  activated.  [For  a  discussion  of 
the  myriad  issues  involved  in  case  management,  see  below.]  Treatment  team  meetings  were  held 
at  times  specified  by  the  contract,  with  teams  for  hospitalized  clients  meeting  at  least  every  3 
weeks  and  for  clients  receiving  other  more-th  an -outpatient  care  every  30  to  45  days.  For  any 
changes  in  level  of  care,  prior  review  at  a  treatment  team  meeting  was  required.  Case 
coordination  took  place  at  these  meetings,  in  section  staffings,  during  contact  among  staff 
members,  and  with  involved  community  providers  and  agencies.  Staff  across  all  clinical  sections 
reported  a  high  percentage  of  their  time  devoted  to  such  coordinating  activities. 


Prioritizing  resources.  With  the  client  load  increasing  rapidly  and  remaining  during  the 
entire  period  at  levels  higher  than  staffing  patterns  reflected,  ongoing  tension  regarding  the 
prioritization  of  resource  distribution  was  evident.  Early  on,  a  decision  was  made  to  utilize 
community  contract  providers  to  the  greatest  extent  possible  to  absorb  the  large  numbers  of 
outpatient-only  clients.  This  allowed  the  Rumbaugh  clinical  staff  to  devote  as  much  time  as  was 
possible  to  the  development  of  the  more-than-outpatient  service  options.  Even  within  Rumbaugh, 
however,  pressure  was  continually  felt  regarding  the  high  number  of  clients  in  need  of  services. 
Intake  Assessment  and  Case  Management  were  the  two  components  that,  by  contract,  could  not 
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maintain  a  waiting  list  for  services  but  were  required  to  respond  to  each  client  in  need  of  services. 
Continual  monitoring  of  the  intake  waiting  list  increased  the  tension  on  that  component  to  develop 
a  screening  process  and  utilize  contract  providers  to  conduct  intakes.  Other  components  developed 
internal  waiting  lists  for  services  that  could  be  offered  once  staff  were  recruited,  hired,  and 
trained. 

In  addition,  several  reorganization  efforts  were  realized  in  response  to  initial  experiences. 

Chances  in  clinical  case  management.  With  the  surge  in  number  of  clients  admitted,  the 
clinical  case  management  process  quickly  came  under  scrutiny.  By  contract,  case  management  was 
to  be  provided  to  all  clientsu  at  a  staff  to  client  ratio  not  to  exceed  1:20.  However,  the  original 
intent  by  the  Demonstration  planners  was  for  this  contract  provision  to  apply  only  to  those  clients 
receiving  more- than -outpatient,  residential  or  inpatient  care,  which  would  have  been  a  subset  of  the 
client  population.  Army  interpretation  of  the  contract,  however,  was  that  all  clients  were  to 
receive  this  management.  With  a  case  management  staff  hired  in  anticipation  of  200-300 
clients  but  a  oad  quickly  approaching  1000  by  the  sixth  month  of  operation,  actual  case 
manager  case,  uS  exceeded  100.  The  primary  focus  became  securing  the  required  documentation 
of  services  received  and  review  at  appropriate  intervals.  This  section  was  initially  restructured  to 
provide  supervision  for  an  increasing  number  of  staff,  and  later  proposed  a  contract  revision  that 
would  create  new  positions  entitled  Outpatient  Care  Coordinator  (OCC).  These  OCCs  would  be 
responsible  for  managing  the  care  of  outpatient-only  clients  with  a  caseload  of  up  to  80,  and 
clinical  case  managers  could  assume  their  previously  designated  function  of  providing  case 
coordination  to  clients  at  the  more  intensive  levels  of  care.  A  more  detailed  description  of  the  case 
management  section  is  given  below. 

Development  of  an  acute  care  group  home.  The  high  number  of  clients  utilizing  inpatient 
hospitalization,  the  most  restrictive  and  expensive  of  the  services  in  the  continuum  of  care, 
prompted  exploration  of  alternatives  for  serving  this  population.  Clinical  staff  determined  that  a 
number  of  these  clients  could  benefit  from  a  less  restrictive,  short-term  program  that  would  help 
stabilize  acute  psychiatric  episodes.  An  acute  care  group  home  with  specialized  staffing  was 
developed,  cost  justification  based  on  reducing  use  of  hospital  beds  was  submitted  to  the  Army, 
and  this  service  became  available  in  February,  1991.  A  more  detailed  description  of  the 
Residential  Services  component  is  given  below. 


Monitoring  utilization  and  accounting  of  resources 

Continued  development  of  monitoring  plans  and  carrying  out  of  accounting  functions  also 
constituted  a  significant  focus  during  the  initial  thirteen  month  period  of  service  delivery.  The 
monitoring  activities  centered  on  establishing  procedures  for  overseeing  resource  consumption  at 
the  Demonstration,  while  the  accounting  functions  followed  by  documenting  the  actual  performance 
in  the  specified  areas. 


13  The  only  exception  were  those  clients 
Clinic. 


receiving  services  only  from  the  Outpatient  Services  section  of  Rumbaugh 
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Establishment  of  surveillance  procedures.  Several  levels  of  surveillance  procedures  and 
activities  were  developed  and  implemented  during  this  period.  MH/DD/SAS,  as  contractor, 
instituted  a  formal  surveillance  plan  for  both  Cardinal,  Inc.  and  Vanderbilt  University.  This 
procedure  was  submitted  to  and  approved  by  HSC  as  part  of  contract  specifications.  In  addition, 
the  COR  at  WACH  developed  and  initiated  a  surveillance  plan  on  behalf  of  HSC.  Members  of 
HSC  and  the  Army  Office  of  the  Surgeon  General  also  conducted  sporadic  surveillance  visits 
regarding  various  aspects  of  contract  compliance.  These  surveillance  activities  were  conducted  in 
addition  to  other  monitoring  held  for  the  purposes  of  issuing  licenses,  certificates,  or  accreditation 
by  the  North  Carolina  Dept,  of  Human  Resources. 

Development  of  the  Quality  Assurance  system.  The  Medical  Services  section  at  Rumbaugh 
was  given  responsibility  for  establishing  and  monitoring  a  system-wide  procedure  for  assuring 
quality  of  clinical  services.  JCAHO  specifies  procedures  to  be  followed  and  areas  to  be  addressed, 
and  by  contract,  Rumbaugh  is  to  meet  the  JCAHO  standards  for  quality  assurance.  During  this 
period,  examination  of  the  QA  process  and  staff  changes  resulted  in  reformulation  of  the  QA 
system  into  an  ongoing  Quality  Improvement  and  Risk  Management  (QI/RM)  system.  Activities  of 
the  QI/RM  system  are  described  in  the  quarterly  reports  to  the  Army  prepared  by  MH/DD/SAS. 
This  area  continued  to  be  one  that  received  ongoing  monitoring  and  feedback  through  the  various 
surveillance  mechanisms  described  above. 

Participation  in  audits.  Two  independent  audits  were  conducted  at  Rumbaugh  during  this 
period.  The  State  of  North  Carolina  requires  a  single,  comprehensive  audit  at  the  end  of  each 
fiscal  year.  The  FY90  closeout  was  conducted  by  Mr.  Ray  Clinebelle,  C.P.A.,  who  indicated  a 
positive  opinion  of  contract  compliance  and  fiscal  responsibility  in  all  areas  except  that  of  budget 
compliance.  As  discussed  earlier,  with  the  increased  client  load,  expenditures  accelerated  at  a 
faster  pace  than  approved  revisions  to  the  budget.  At  the  end  of  FY90,  after  four  months  of 
service  delivery,  Rumbaugh’s  allowable  costs  exceeded  the  approved  budget  by  $629,135  and 
budget  modification  had  not  been  received  by  the  date  of  Mr.  Clinebelle’s  report.  The  appropriate 
budget  revision  was  received  later,  however.  In  late  March,  1991,  the  Defense  Contract  Audit 
Agency  conducted  a  similar  review  but  no  report  was  issued. 

Implementing  the  service  documentation,  billing,  and  reimbursement  system.  The 
implementation  of  a  system  for  documenting  services  delivered  to  clients,  billing  other  payers,  and 
reimbursing  contract  providers  involved  financial,  management  information  system,  clinical 
support,  and  clinical  staff  members.  Event  ticket  codes  used  by  clinicians  (and  equivalent  service 
documentation  by  contract  providers)  were  entered  into  the  MIS,  generating  both  service 
description  and  billing  information.  Clinical  case  managers  (CCMs)  played  an  intermediary  role 
for  clients  in  inpatient  hospitals  and  residential  treatment  centers,  contracted  services.  For  these 
two  levels  of  care,  an  authorization-of-services  procedure  was  developed  by  which  CCMs  reviewed 
and  authorized  specific  services  and  periods  of  time  for  a  particular  client’s  care.  After  each 
authorization,  including  re-authorization  in  the  case  of  clients  who  remained  in  these  settings  for  an 
extended  time,  the  billing  office  at  Rumbaugh  handled  reimbursement  requests  sent  by  the  contract 
providers.  The  development  of  software  available  to  process  this  information  took  longer  than 
anticipated,  and  it  was  not  until  February,  1991,  that  service  data  began  to  be  entered  into  the 
MIS.  Shortly  thereafter,  customized  MIS  reports  began  to  be  generated  for  various  users. 
However,  these  data,  especially  those  for  services,  were  not  considered  reliable  until  October, 

1991.  Internal  problems  with  the  completing  and  posting  of  event  tickets  resulted  in  an 
underestimate  of  services  delivered  within  Rumbaugh. 
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Assessment  of  resources 

The  activities  associated  with  assessment  of  Demonstration  resources  took  two  primary 
forms:  (a)  evaluating  the  level  of  resources  needed  to  provide  services  to  the  eligible  clients  who 
presented  for  care;  and  (b)  assessing  the  compliance  of  the  Demonstration  with  requirements 
imposed  by  the  contract  and  by  the  community  best-practices  doctrine  for  professional  services. 

The  concern  with  budgetary  resources  and  the  actions  taken  to  secure  additional  funds  have  been 
discussed  above.  The  forms  of  feedback  from  formal  surveillance  and  other  sources  and  impact  on 
the  Demonstration  follow: 

Army  oversight  of  the  Demonstration.  Two  formal  surveillance  visits,  one  on  November 
28,  1990  by  COL  Fagan  (OTSG),  and  one  on  March  25-26,  1991,  by  COL  Brenz  and  CPT 
Stockmeyer  (HSC),  resulted  in  feedback  about  various  aspects  of  the  clinical  program.  COL 
Fagan  outlined  concerns  about  case  management  services  (client  to  staff  ratio),  treatment  team 
activities,  and  clinical  records  documentation.  In  his  follow-up  visit,  COL  Brenz’s  review 
regarding  appropriateness  of  clinical  services  and  status  of  clinical  documentation  reported 
Rumbaugh  activities  to  be  "thorough  and  generally  superb."  The  QA  system,  however,  received 
"deficient"  marks  from  both  COL  Fagan  and  CPT  Stockmeyer.  Concerns  were  raised  about:  (a) 
the  incompletion  of  the  procedures  for  credentials  review  and  privileging;  (b)  lack  of  evidence  of 
putting  the  proposed  QA/QI  system  into  motion;  and  (c)  utilization  management,  described  by 
Stockmeyer  as  "disjointed."  Based  on  this  feedback,  Rumbaugh  implemented  activities  at  various 
levels  to  enhance  the  QI  system.  However,  at  the  end  of  this  thirteen  month  period,  these  issues 
had  still  not  been  resolved  and  the  Army  continued  to  monitor  the  areas  of  concern. 

Other  Army  feedback  about  the  Demonstration.  Two  other  Army  documents  surfaced 
during  the  first  year  of  Demonstration  service  delivery  that  (a)  highlighted  Army  concerns  about 
the  costs  of  the  Demonstration,  and  (b)  resulted  in  closer  oversight  of  project  operations.  In 
March,  the  Army  OTSG  submitted  a  report  to  the  Senate  and  House  Committees  on 
Appropriations  about  the  Demonstration,  based  on  information  from  the  MH/DD/SAS  quarterly 
report  and  COL  Fagan’s  visit.  His  concerns,  outlined  above,  were  repeated  as  well  as  cost 
concerns  using  CHAMPUS  data  as  a  comparison. 

In  April,  1991,  the  Army  Health  Care  Studies  and  Clinical  Investigation  Activity 
(USAHCSCIA)  released  an  "Analysis  of  CHAMPUS  Per  Capita  Expenditures  and  Utilization  for 
Beneficiaries  Less  than  Eighteen  Years."  Based  on  CHAMPUS  data  from  the  pre-demonstration 
period,  it  was  reported  that  the  three  catchment  areas  involved  in  the  Evaluation  Project  (Fort 
Bragg,  Fort  Campbell,  and  Fort  Stewart)  showed  no  trend  in  increase  in  utilization,  thus  arguing 
that  trends  in  increasing  utilization  should  not  be  used  as  justification  for  the  increased  client  load 
at  the  Demonstration. 

In  response  to  both  of  these  negative  reports,  MH/DD/SAS  provided  arguments  and 
information  about  the  use  of  CHAMPUS  data,  comparisons  between  the  Demonstration  and 
standard  CHAMPUS  service  delivery,  and  communication  problems  that  needed  clarification.  The 
USAHCSCIA  report  was  described  as  "premature  and  technically  flawed."  Further  surveillance  by 
the  Army  was  the  direct  outcome  of  these  evaluations. 
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The  Continuum  of  Care  and  Its  Components 


The  preceding  sub-section  described  the  major  activities  conducted  across  all  sections  of 
Rumbaugh  during  the  thirteen  month  period  following  initiation  of  service  delivery  on  June  1, 

1990.  The  actual  clinical  services  provided  in  the  continuum  of  care  comprised  several 
components:  (a)  intake  assessment  and  emergency  services;  (b)  case  management  for  clients 
receiving  more-than-outpatient  or  inpatient  services;  and  (c)  treatment  provided  by  Rumbaugh  and 
contract  providers,  including:  outpatient,  day  treatment  and  afterschool,  in-home  counseling, 
residential,  inpatient,  psychiatric  and  substance  abuse  services.  Section  1  of  this  chapter  describes 
the  "preparedness”  of  these  service  components  on  June  1,  1990,  as  the  "doors  were  opened"  for 
service  delivery  at  Rumbaugh  Mental  Health  Clinic.  The  continued  development  of  the  treatment 
components  throughout  the  thirteen  months  that  followed  are  described  below. 

Intake  Assessment  and  Emergency  Services.  On  June  1,  1990,  the  Intake  Assessment  and 
Emergency  Services  Section  was  generally  equipped  to  begin  its  clinical  efforts.  The  Section  Head 
and  number  of  staff  specified  by  Hiring  Plan  A  were  hired,  trained,  and  in  place,  based  on  an 
expected  demand  for  intake  assessments  at  the  rate  of  20-30  per  week.  Contracts  for  the  crisis  line 
screening  and  emergency  services  were  in  place.  A  standardized  intake  protocol  was  developed 
that  included  child  and  parent  clinical  interviews,  developmental  history,  social  and  family  history, 
behavioral  checklists  from  multiple  informants,  and  substance  abuse  screening  for  youth  aged 
eleven  years  and  older.  The  contract  required  a  response  to  service  requests  within  a  one  week 
period.  Emergency  assessments  were  planned  to  be  available  on  a  24-hour-per-day  basis  within 
two  hours  of  request. 

Immediately,  however,  the  Intake  staff  were  inundated  with  requests  for  intakes  for  new 
referrals  coming  into  the  system.  By  the  end  of  the  first  month,  366  new  clients  had  requested 
services  and  had  either  participated  in  an  intake  assessment  or  were  scheduled  for  one.  The 
number  of  staff  in  this  section  quickly  grew  from  three  to  eight,  with  the  number  of  intake 
assessments  scheduled  averaging  from  three  to  eighteen  per  day  over  the  next  thirteen  month 
period.  By  December  31,  1990,  the  section  had  received  1,244  new  referrals  and  performed  1,167 
intake  assessments.  By  the  end  of  the  thirteen  month  period,  2,631  new  referrals  had  been 
received  and  2,312  intake  assessments  performed.  With  these  numbers,  scheduling  was  difficult, 
and  the  waiting  list  remained  in  the  three  to  four  week  time  frame  until  November.  In  January, 
again,  the  referral  rate  climbed  and  the  waiting  list  remained  a  constant  target  for  reduction. 

Several  options  were  explored,  including  the  use  of  private  contract  providers  to  perform  intakes. 
Required  packets  of  written  information  were  also  mailed  to  families  ahead  of  time  in  order  to 
accelerate  the  necessary  process  of  documentation.  The  telephone  screening  process,  in  place  since 
June  1,  1990,  in  order  to  screen  out  ineligible  children  and  adolescents  from  the  intake  assessment 
process,  continued. 

In  examining  patterns  of  referral  to  Rumbaugh,  WACH  was  designated  by  over  25%  of  the 
clients  during  the  first  thirteen  months  as  their  primary  source  of  referral.  Individual  or  family 
referrals  accounted  for  another  25%,  with  mental  health  professionals  designated  as  the  primary 
referral  source  for  19%  of  the  population  and  the  schools  for  an  additional  16%.  The  remaining 
referrals  came  from  other  health  facilities,  social  services,  juvenile  court,  and  other  sources. 
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Outpatient  Services.  Outpatient  services  were  provided  through  two  mechanisms:  (a)  by 
community  contract  providers  (about  90%  of  the  cases)  when  outpatient  services  alone  appeared  to 
meet  the  child  or  adolescent’s  needs;  and  (b)  by  Rumbaugh  staff  members  of  the  Outpatient  section 
for  children  and  youth  with  more  serious  problems  who  require  a  wider  range  of  intensity  and 
frequency  of  services.  Rumbaugh  Outpatient  staff  were  able  to  see  clients  up  to  five  times  per 
week  during  periods  of  crisis,  as  well  as  provide  treatment  in  concert  with  other  services  provided 
at  Rumbaugh.  As  with  Intake/ Assessment,  the  Outpatient  section  was  staffed  and  ready  to  provide 
treatment  as  of  June  1,  1990,  according  to  Hiring  Plan  A.  In  addition,  approximately  20  contracts 
with  community  providers  were  awaiting  signature. 

Although  the  increase  in  service  demand  hit  all  sections  at  Rumbaugh  as  soon  as  the  doors 
opened  in  June,  1990,  the  Outpatient  section  within  Rumbaugh  was  less  directly  influenced. 
Clinicians  were  able  to  accept  appropriate  new  cases  until  their  case  loads  were  full,  but  they  were 
then  relieved  from  having  to  accept  new  referrals  through  the  use  of  a  waiting  list.  The  number  of 
staff  in  this  section  did  increase  over  the  course  of  thirteen  months,  with  eleven  full-time  clinical 
staff  in  addition  to  the  Section  Head  by  June  30,  1991.  By  that  time,  228  children  and  adolescents 
had  been  admitted  to  the  in-house  Outpatient  section,  with  an  active  caseload  of  142. 

The  availability  of  community  contract  providers  addressed  most  of  the  needs  of  the  surge 
in  referrals,  as  the  presenting  problems  appeared  to  be  those  of  a  less  intense  nature  and 
appropriate  for  outpatient  therapy.  This  capacity  increased  significantly,  with  contracts  signed  with 
148  community  providers  by  the  end  of  the  thirteen  month  period.  By  June  30,  1991,  these 
contract  providers  were  responsible  for  1,613  active  and  aftercare  clients. 

In-home  Services.  In-home  services  at  Rumbaugh  were  modeled  on  "family  preservation" 
programs  and  designed  to  prevent  out-of-home  placement  of  children  and  adolescents  in  families 
experiencing  acute  crisis.  In  addition,  this  service  was  developed  as  a  less  restrictive  alternative  to 
which  children  could  be  transitioned  following  inpatient  hospitalization  or  residential  treatment. 
When  Rumbaugh  opened  its  doors  on  June  1,  1990,  In-home  was  the  only  alternative  service 
between  outpatient  and  residential  treatment  care  that  was  fully  operational.  Under  Hiring  Plan  A, 
however,  this  involved  the  Section  Head  and  one  other  employee,  who  took  extended  leave  in 
June.  The  goal  was  to  assign  caseloads  of  two  to  four  families  per  therapist,  who  are  available  24- 
hours-per-day.  By  the  end  of  the  thirteen  month  period,  this  section  had  grown  to  a  total  of  eight 
staff  members,  three  of  whom  had  been  recently  added  in  June,  1991,  with  three  additional 
positions  in  recruitment.  Of  123  referrals  to  this  section  over  the  thirteen  month  period,  65  had 
been  served  with  an  average  length  of  stay  of  eight  weeks". 

Community  Education  and  Treatment  Services  (CETSL  CETS  provided  two  levels  of  day 
treatment  services  to  children  and  adolescents  with  serious  school  maladjustment.  Day  Treatment 
services  met  daily  beginning  in  March,  1991,  during  school  hours  for  clients  whose  problems  were 
so  severe  that  an  out-of-school  placement  was  required.  Afterschool  services  met  five  afternoons 
per  week  for  3  hours  per  day  beginning  in  late  December,  1990,  for  clients  who  were  able  to 


14  Length  of  stay  figures  contained  in  this  report  are  calculated  on  the  basis  of  cases  that  have  been  discharged. 
These  data  were  presented  by  Rumbaugh  at  the  July  17,  1991,  P.O.C.  meeting. 
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remain  in  school  and  the  community  with  intensive  support.  Both  services  were  designed  both  to 
prevent  the  use  of  more  restrictive,  out-of-home  placements  and  as  step-down  services  from  an 
inpatient  hospital  stay. 

When  Rumbaugh  first  began  providing  services  in  June,  1990,  however,  CETS  was  not 
operational.  At  that  point,  school  consultation  was  available  through  a  staff  psychologist,  but  the 
Section  Head  was  not  brought  on  board  full-time  until  October,  1990.  In  December,  1990,  the 
Afterschool  program  opened.  In  early  March,  1991,  the  Day  Treatment  program  opened  and 
quickly  filled  to  capacity.  One  of  the  tasks  of  this  section  was  to  reach  the  criteria  for  becoming 
certified  as  a  "nonpublic  school”  in  order  to  provide  such  services  in  the  State  of  North  Carolina. 
As  the  initial  thirteen  month  period  ended,  this  section  had  grown  from  a  staff  of  two  to  twenty- 
seven  with  plans  to  open  a  second  day  treatment  program  within  a  few  months. 

Residential  Services.  This  component  was  originally  intended  to  be  gradually  phased-  in 
during  FY91,  thus  on  June  1,  1990,  only  three  staff  members  were  employed,  program 
development  was  underway,  but  no  facilities  had  been  procured.  The  timeline  for  providing 
residential  services  was  accelerated  in  an  attempt  to  divert  the  use  of  inpatient  hospital  beds  that 
was  associated  with  the  surge  of  clients  admitted.  By  June  30,  1991,  the  number  of  staff  in  this 
section  had  grown  to  fifty. 

Two  programs  constituted  the  Residential  Services  section:  Therapeutic  group  homes  and 
therapeutic  family  homes.  A  third  initiative,  family  support  services,  was  in  the  planning  stages  at 
the  end  of  the  thirteen  month  period  in  response  to  client  needs  expressed,  but  had  not  yet  been 
implemented. 

Therapeutic  group  homes  were  designed  to  provide  an  intensive,  highly  structured  treatment 
program  in  a  more  natural  setting  than  the  more  restrictive  options  of  residential  treatment  center 
or  inpatient  hospital.  Opening  of  the  group  homes  was  delayed,  in  part,  due  to  difficulty  securing 
appropriate  rental  property.  First,  community  reaction  to  planned  group  homes  was  problematic. 
In  addition,  rental  facilities  had  to  be  located  that  would  comply  with  State  licensure  requirements. 
In  late  December,  1990,  the  first  group  home  opened  with  a  capacity  client  load  of  six.  Two 
additional  group  homes  opened  in  February,  1991,  one  of  which  was  designated  as  an  "acute”  care 
home  with  a  staff  to  client  ratio  of  1:2  in  order  to  serve  clients  in  acute  psychiatric  distress.  By 
the  end  of  June,  1991,  these  three  group  homes  had  received  65  referrals  and  admitted  30  clients. 
The  average  length  of  stay  at  that  time  was  11  weeks. 

Therapeutic  family  homes  were  originally  called  "treatment  foster  care"  but  the  name  was 
changed  in  response  to  feedback  from  client  parents.  Although  therapeutic  home  services  were 
available  to  Demonstration  clients  through  a  contract  with  another  community  agency  beginning 
June  1,  Rumbaugh  operated  homes  began  serving  families  in  October,  1990.  These  homes 
provided  highly  flexible  and  individualized  services  to  children  and  adolescents  who  could  not  be 
maintained  in  their  own  family’s  home.  By  December,  contracts  with  10  therapeutic  families  had 
been  recruited  and  training  had  been  provided,  and  by  March,  1991,  an  additional  3  therapeutic 
families  were  on  board.  These  families  were  paid  by  Rumbaugh  as  contractors  instead_of  staff 
members,  thus  requiring  payment  only  when  a  client  was  actually  placed  in  their  homes.  In 
addition,  some  families  agreed  to  accept  a  second  client  on  a  planned,  occasional  basis  as  a  respite 
service  for  Rumbaugh  client  families.  This  program  was  able  to  respond  quickly  due  to  the 
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presence  of  an  ongoing  treatment  foster  care  program  operated  by  the  MH/DD/SA  area  authority 
that  helped  with  both  recruitment  and  training  of  therapeutic  families.  By  June  30,  1991,  the 
therapeutic  family  homes  had  received  89  referrals,  admitted  16  clients,  with  an  average  length  of 
stay  of  9  weeks. 

Inpatient  Services.  Within  the  continuum  of  care  implemented  by  Rumbaugh,  inpatient 
hospitalization  and  residential  treatment  center  services  were  provided  exclusively  by  contract 
providers.  Contracts  were  maintained  with  several  child  and  adolescent  inpatient  psychiatric 
programs  in  the  area,  which  were  selected  based  on  the  special  needs  of  the  client  or  family 
preference.  This  service  continued  to  be  used  more  heavily  than  expected  when  the  absolute 
number  of  placements  and  resulting  costs  a  examined.  When  the  mean  number  of  acute  hospital 
beds  per  day  are  added  to  those  in  the  residential  treatment  center,  the  total  mean  in  June,  1990, 
and  June,  1991,  was  very  similar,  20.0  and  23.83,  respectively.  The  number  of  acute  hospital 
beds/day  increased  over  the  period  while  the  use  of  the  residential  treatment  center  dropped.  With 
the  tremendous  increc  <  in  client  load,  however,  the  percentage  of  clients  receiving  services  in  this 
setting  dropped  drar—  -ally  from  7%  of  total  case  load  in  June,  1990,  to  1.6%  of  total  case  load 
in  June,  1991.  The  financial  pressure  exerted  by  this  utilization  provided  the  impetus  for 
development  of  alternate  levels  of  care  prior  to  the  scheduled  dates  and  the  justification  for  budget 
increases  to  meet  the  reimbursement  requests. 

Psychiatric  Services.  Psychiatric  services  were  provided  across  all  levels  of  care  by  either 
Rumbaugh  staff  psychiatrists  or  contract  providers.  The  role  of  psychiatry  included  direct  services 
(psychiatric  evaluations,  medication,  therapy),  treatment  team  participation,  and  Quality 
Improvement  functions  regarding  hospital  treatment.  By  the  end  of  the  thirteen  month  period,  two 
full  time  child  psychiatrists  were  on  staff  with  Rumbaugh  and  contracts  were  maintained  with  an 
additional  40  community  psychiatrists.  The  Rumbaugh  staff  psychiatrists  had  accepted  referrals  for 
372  psychiatric  evaluations  by  June  30,  1991. 

Substance  Abuse  Services.  Substance  abuse  services  were  also  provided  across  all  levels  of 
care  by  Rumbaugh  staff  members  located  either  within  the  sections  or  within  the  Medical  Services 
section.  Substance  abuse  screenings  were  built  into  the  intake  assessment  process  for  all  clients 
aged  eleven  years  or  older.  Comprehensive  substance  abuse  evaluations  were  completed  on  64 
clients  by  June  30,  1991.  In  addition,  specialized  substance  abuse  work  was  delivered  through 
individual  and  group  work  throughout  the  various  Rumbaugh  sections.  Children  and  adolescents  in 
need  of  specialized  substance  abuse  residential  treatment  received  services  through  a  contracted 
residential  treatment  center  or  inpatient  hospital. 

Case  management.  Case  management  services  were  staffed  at  the  anticipated  Hiring  Plan  A 
level  and  ready  to  receive  cases  when  the  doors  opened  on  June  1,  1990.  As  mentioned  above,  the 
surge  in  number  of  clients  admitted  caused  the  clinical  case  management  process  to  quickly  come 
under  great  pressure.  With  a  case  management  staff  hired  in  anticipation  of  200-300  clients  yet  a 
caseload  quickly  approaching  1000  by  the  sixth  month  of  operation,  actual  case  manager  caseloads 
exceeded  100  and  the  primary  focus  was  on  securing  the  required  documentation.  Cases  had  to  be 
prioritized,  with  services  received  first  by  clients  who  were  at  the  highest  risk  for  out-of-home 
placement.  Case  managers  were  responsible  for  scheduling  and  facilitating  treatment  team 
meetings,  writing  and  updating  treatment  plans,  and  assuring  that  the  appropriate  referrals  were 
made  and  treatment  provided. 
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This  section  was  initially  restructured  to  provide  supervision  for  an  increasing  staff,  and 
later  new  positions  were  created  entitled  Outpatient  Care  Coordinator  (OCC).  These  OCCs  were 
responsible  for  managing  the  care  of  outpatient-only  clients  with  a  caseload  of  up  to  80,  and 
clinical  case  managers  assumed  their  previously  designated  function  of  providing  case  coordination 
to  clients  at  the  more  intensive  levels  of  care  with  the  caseload  goal  of  less  than  20.  It  was  not 
until  this  restructuring  that  clinical  case  managers,  in  general,  had  time  to  perform  the  myriad  of 
linkage  functions  with  families,  schools,  community  providers  and  others  that  had  been  originally 
intended.  By  June  30,  1991,  this  section  had  25  full-time  staff  members  with  a  caseload  of  1,689 
clients,  of  which  1,613  clients  were  being  monitored  with  community  outpatient  contract  providers. 


Factors  Facilitating  or  Impeding  Implementation  of  Service  Delivery 

Factors  at  the  organizational,  community,  and  contractual  levels  influenced  the 
implementation  of  the  Demonstration  during  the  period  from  June  1,  1990  to  June  30,  1991,  the 
first  thirteen  months  of  service  delivery.  Factors  that  facilitated  the  implementation  of  the 
Demonstration  are  reviewed  below,  followed  by  a  discussion  of  factors  that  interfered  with 
implementation  as  planned. 

A  major  factor  that  continued  to  enhance  the  implementation  of  the  Demonstration  after  the 
start-up  period  and  into  the  initiation  of  service  delivery  was  the  structure  of  Cardinal,  Inc.,  as  a 
private  not-for-profit  corporation.  Cardinal  was  organized  for  the  sole  purpose  of  running  the 
Demonstration  and,  thus,  was  able  to  focus  alt  of  its  efforts  to  this  endeavor.  This  ability  would 
have  been  greatly  compromised  had  the  Demonstration,  given  its  rapid  growth,  been  nested  within 
another  organization  with  additional  areas  of  responsibility  competing  for  attention  and  resources. 
The  not-for-profit  status  also  allowed  flexibility  on  a  number  of  levels  that  would  not  have  been  as 
easily  accomplished  in  a  public  sector  organization.  As  in  the  start-up  period,  it  continued  to  be 
necessary  to  attract  qualified  clinicians,  and  Cardinal  was  able  to  offer  an  attractive  and  flexible 
benefits  package.  The  organization  also  was  able  administratively  to  shift  resources  quickly  as 
needed  from  one  area  to  another  to  meet  changing  demands. 

The  expectation  of  flexibility  and  developmental  change  was  evident  throughout  the 
planning  process  and  into  the  first  year  of  service  delivery.  This  expectation  permeated  all  levels 
of  the  organization  and  resulted  in  an  attitude,  in  general,  of  interest  and  challenge  rather  than 
frustration  at  the  multiple  changes  that  took  place  in  policies  and  procedures,  staffing,  program 
development,  and  other  areas.  The  June  1,  1990,  to  June  30,  1991,  period  continued  to  be  a  time 
of  flux,  growth,  and  reorganization  far  after  the  first  nine  month  start-up  period  was  past. 
Examples  of  the  flexible  use  of  resources  included:  use  of  contract  providers  to  fill  in  the  gaps 
when  the  number  of  clients  started  increasing  so  rapidly,  both  as  therapists  and  as  intake  workers; 
staff  from  sections  not  yet  formally  operational  coming  to  the  aid  of  intake  and  case  management 
staff  who  were  overwhelmed  early  on  with  requests  for  service;  and  shifting  resources  among 
sections  as  roles  and  responsibilities  were  better  defined. 
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staff,  especially  evident  among  the  section  heads  who  were  selectively  recruited  and  participated  in 
many  joint  planning  endeavors.  Similarly,  the  executive  team  was  viewed  by  those  internally  and 
externally  as  working  as  a  cohesive  unit  that  was  very  supportive  of  the  staff  and  their  needs. 
Again,  the  importance  of  the  shared  philosophy  about  treatment  in  a  continuum  of  care  provided 
not  only  an  incentive  for  staff  members  to  move  from  distant  places  to  join  the  team  but  to 
persevere  in  the  face  of  heavy  caseloads  and  long  hours  during  this  initial  phase  of  service 
delivery. 

The  coordination  of  services  at  the  individual  client  level  was  also  viewed  by  staff  members 
as  invaluable  in  implementing  a  continuum  of  care  that  truly  individualized  care.  Formal  treatment 
team  meetings,  section  staffing s,  and  meetings  with  community  providers  and  schools  all  provided 
opportunities  for  information  sharing  and  decision  making.  The  treatment  teams  also  carried  the 
authority  to  procure  the  recommended  service. 

Resources  available  to  the  Demonstration  continued  to  be  evident  past  the  start-up  period 
and  well  into  the  service  delivery  period.  The  cost-reimbursement  contract  allowed  the  continued 
renegotiation  by  MH/DD/SAS  of  funds  when  justified  by  the  increasing  demand  for  services.  The 
State  of  North  Carolina  provided  funds  for  an  operating  advance,  at  the  two  million  dollar  level  by 
this  reporting  period.  Qualified  and  well  paid  staff,  training  resources,  outside  expert  consultation, 
new  facilities,  and  availability  of  needed  supplies  were  all  examples  of  the  level  of  resources 
available.  The  MH/DD/SAS  staff  was  available  for  dealing  directly  with  HSC,  providing 
oversight  to  keep  the  Demonstration  on  track,  facilitating  licensing  and  certification  processes,  and 
contributing  other  administrative  support.  Although  the  executive  team  in  concert  with 
MH/DD/SAS  became  increasingly  sensitized  to  cost  containment  issues  toward  the  end  of  this 
period,  staff  members  at  the  section  head  level  and  below  experienced  access  to  needed  resources 
for  staff  or  clients  during  this  time  period. 

Finally,  two  important  buffers  were  present  to  allow  those  at  Rumbaugh  to  focus  on  clinical 
service  delivery  issues  and  protect  them  from  the  growing  consternation  of  the  Army  HSC  at  costs 
that  exceeded  original  projections.  Both  the  MH/DD/SAS  and  the  WACH  members  of  the  Project 
Oversight  Committee  played  this  role.  As  the  contractor,  MH/DD/SAS  negotiated  with  HSC  for 
more  funds.  As  the  client  load  increased,  MH/DD/SAS  was  supportive  by  negotiating  almost 
constantly  for  more  resources.  As  the  Army  responded  with  requests  for  justification, 
MH/DD/SAS  served  as  the  mechanism  for  obtaining  needed  information  not  only  from  Rumbaugh 
but  from  other  national  experts.  Similarly,  MH/DD/SAS  acted  as  an  advocate  for  the  program  by 
directly  approaching  Congress  to  appropriate  additional  funds  for  the  Demonstration.  In  the  same 
vein,  the  WACH  members  of  the  POC  acted  as  both  intermediary  between  the  Army  HSC  and 
Rumbaugh  and  translator  in  many  instances,  helping  each  to  understand  the  concerns  and  reality  of 
the  other.  The  initial  group  of  POC  members,  including  both  WACH  and  Rumbaugh  staff,  had 
helped  to  develop  the  Demonstration  project  by  their  involvement  during  the  past  several  years, 
participated  in  many  joint  problem  solving  activities,  and  appeared  invested  in  seeing  the 
Demonstration  follow  through  with  original  plans. 

Several  key  factors,  however,  also  emerged  as  barriers  to  successful  implementation  of  the 
Demonstration  as  planned.  As  has  been  evident  throughout  this  chapter  section,  the  high  volume 
of  clients  presenting  for  service  on  June  1,  1990,  and  beyond  continued  to  pose  difficulties  for  the 
implementation  of  the  Demonstration  throughout  the  thirteen  month  period  in  a  variety  of  ways. 
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The  three-  to  four-fold  demand  for  services  over  what  was  anticipated  strained  clinical  services  in 
every  component,  overwhelmed  the  staff  members,  overran  the  facilities,  and  tripled  the  expected 
cost  of  the  project  during  this  one  year  period.  An  extensive  amount  of  time  at  the  Rumbaugh, 
MH/DD/SAS  and  Army  HSC  levels  was  required  to  project  revised  costs,  develop  an  updated 
budget,  and  negotiate  for  these  revisions. 

The  reasons  for  the  significant  increase  in  client  load  over  the  number  that  predicted  was 
the  source  of  much  discussion.  Several  factors  emerged:  (a)  the  initial  figures  furnished  by 
OCHAMPUS,  showing  approximately  ISO  children  in  treatment  in  the  Fort  Bragg  catchment  area 
during  early  1990,  were  incomplete,  with  the  actual  number  presenting  for  transition  services  being 
almost  300;  (b)  the  eligible  population  in  the  WACH  catchment  area  had  increased  approximately 
18.3%  to  41,600  dependents  under  age  18  from  the  initial  estimate  of  36,000  made  in  early  1989; 
(c)  the  opening  of  a  new  service  in  an  area  formerly  lacking  in  the  range  of  services  provided  the 
opportunity  for  those  previously  in  need  but  unable  to  access  services  to  suddenly  present  for 
services;  and  (d)  the  elimination  by  HSC  of  the  annual  deductible  and  co-payment  requirement 
appeared  to  lessen  the  barriers  to  accessing  care.  Desert  Storm  and  Desert  Shield  deployment  was 
heavy  from  Fort  Bragg  and  appeared  to  result  in  serious  psychological  effects  on  parents  and 
guardians  who  were  overwhelmed  with  the  fear  of  losing  their  significant  other,  and  this  parental 
stress  increased  the  instability  in  the  children.  Although  Desert  Storm  was  initially  believed  to 
cause  additional  increase  in  the  client  load,  the  service  request  pattern  subsequent  to  this  time 
period  has  shown  similar  high  level  of  requests,  so  no  direct  Desert  Storm  effect  has  been 
demonstrated.  However,  deployment  of  the  pediatric,  family  practice,  and  psychiatric  staff  from 
WACH  did  appear  to  increase  referrals  to  Rumbaugh  that  may  have  previously  been  handled  at 
WACH. 

The  increased  numbers  of  clinically  diagnosable  children  who  presented  for  services 
appeared  primarily  to  be  those  for  whom  the  less  intensive  services  were  recommended.  Of  the 
total  2,470  clients  served  during  the  June  1,  1990,  to  June  30,  1991,  period,  1,613  (65%)  were 
being  followed  by  contract  providers  for  outpatient-only  services  and  an  additional  228  (9%)  had 
been  served  by  the  Rumbaugh  Outpatient  Services  program.  The  review  mechanisms  that  had 
been  planned  originally  for  a  caseload  of  predominantly  seriously  emotionally  disturbed  children 
became  burdensome  when  applied  to  this  population.  Contract  negotiation  with  the  Army  was 
required  in  order  to  relieve  Rumbaugh  of  frequent  reviews  of  this  population  and  reformulate  case 
management  for  this  population  to  be  conducted  by  Outpatient  Care  Coordinators,  allowing  a 
caseload  of  up  to  80  outpatient-only  clients. 

The  quick  expansion  of  services  in  addition  to  the  difficulty  in  initiating  alternative  services 
that  were  not  part  of  the  mental  health  "mainstream"  such  as  day  treatment,  residential  services, 
and  case  management,  posed  a  related  impediment  to  successful  implementation  of  the 
Demonstration  as  planned.  Although  specified  in  the  contract  as  providing  a  full  continuum  of 
care  for  the  population,  Rumbaugh  had  developed  a  plan  for  staggering  the  services  into  operation 
based  on  the  budget  negotiation  process  with  the  Army.  Need  for  intermediary  services  between 
outpatient  and  inpatient  care,  however,  was  felt  immediately  and  in  great  numbers.  The  "planful" 
implementation  of  these  components  was,  instead,  forced  to  rush  ahead.  Recruitment,  .hiring,  and 
training  of  staff  was  involved  in  large  scale.  In  the  interim,  the  Intake  Assessment  and  Case 
Management  sections  were  overwhelmed.  These  two  components  could  not  develop  waiting  lists 
until  staff  members  and  service  slots  became  available,  but  instead  continually  had  to  serve  clients. 
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Frustration  developed  between  the  sections,  especially  at  the  level  of  staff  members  with  clinical 
caseloads,  and  communication  problems  were  reported  during  this  time  of  significant  expansion 
and  change. 

Probably  exacerbated  by  the  increase  in  client  numbers  but  inherent  in  the  continuum 
concept  were  problems  regarding  role  ambiguity,  continuity  of  care,  and  family  involvement. 

With  children  and  adolescents  involved  in  multiple  levels  of  care,  different  staff  members  with 
different  roles  all  interacted  with  the  child  and/or  family  on  a  regular  basis.  Clinical 
responsibilities  became  blurred  at  times,  and  keeping  all  those  involved  informed  was  a  task 
delegated  to  the  already  overwhelmed  clinical  case  managers.  When  clients  changed  from  one 
level  of  care  to  another,  for  instance  from  a  group  home  to  Outpatient  Services,  the  primary 
therapist  switched  because  staff  operated  within  sections  organizationally.  Communications  with 
family  members  could  and  did  take  place  by  staff  members  from  several  sections  as  well  as  case 
managers;  some  families  reported  confusion  and  frustration  over  the  complexity  of  the  system  and 
concern  that  they  were  being  overwhelmed  with  requests  to  be  involved  in  multiple  activities  each 
week.  Treatment  team  meetings  offered  the  opportunity  to  deal  with  these  issues  on  an  individual 
case  basis,  while  section  heads  met  together  to  smooth  out  operations  at  the  system  level.  These 
types  of  problems,  however,  are  endemic  with  a  system  as  complex  as  the  Demonstration. 
Although  formal  documentation  does  not  suggest  these  problems  were  anticipated,  they  were 
recognized  and  procedures  (e.g.,  section  quality  improvement  studies)  were  initiated  to  address 
them,  in  part. 

Finally,  the  relationship  between  the  Army  and  the  Demonstration  appeared  to  become 
more  and  more  strained  over  the  course  of  this  thirteen  month  period.  Although  rising  costs 
remained  at  the  center  of  the  discussions,  increasing  surveillance  activities  resulted  in  demands  that 
would  likely  increase  costs  further.  Relatively  unfamiliar  with  contracting  for  services  such  as 
those  provided  by  the  Demonstration,  the  Army  required  documentation  and  monitoring  to  an 
extent  greater  than  that  of  usual  clinical  practice.  Although  concerns  about  the  clinical  record 
system  appeared  to  be  worked  out  by  June  30,  1991,  difficulties  implementing  the  quality 
assurance  program  as  specified  by  the  Army  continued  to  be  a  problem.  MH/DD/SAS  was  put  in 
the  position  of  challenging  reports  generated  about  the  Demonstration  by  the  Army  Office  of  the 
Surgeon  General  and  USAHCSCIA.  The  POC,  set  up  to  play  an  intermediary  role,  was  not  given 
any  additional  time  or  resources  devoted  to  that  role.  The  members  from  WACH  had  conflicts 
with  other  job  duties  to  which  responsibility  for  the  Demonstration  had  been  added.  As  this  time 
period  closed,  the  WACH  members  of  the  POC  were  reconstituted  as  a  result  of  job  moves.  New 
members  were  awaiting  POC  orientation  as  June,  1991,  closed. 

The  issues  raised  during  this  first  period  of  service  delivery  of  the  Fort  Bragg  Child  and 
Adolescent  Mental  Health  Demonstration  will  continue  to  play  out  as  the  second  year  of  service 
delivery  unfolds  and  will  be  described  in  subsequent  sections. 
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Cl.  2.  CXITttlA.  Ham  a  I  health  die— tic  and  tr— taunt  aanrlc—  «IU  ba 
'  delivered  ta  chi tdren/adol ascents  fr—  birth  ta  thalr  eighteenth  birthday,  td» 
ara  r— Idfng  In  tha  fart  Iran  catch— nt  area,  aha  arc  net  latally 
A  a— nelpatad,  aba  ara  In  naad  af  aantai  health  servlc—  aa  dataral— d  by  a 
0  dfogn— Is  af  —mat  dlaardar,  —  dataralnad  by  MH-IlI-t,  and 
,S  chlldren/adolescen ta  aha  ara  In  tr ana  It  and  naad  a—  rgsncy  evaluation. 

Children  tdio  ara  OWHfllS  allfllbta  benef  Iclort—  and  art  In  tranalt  and 
requiring  a— rgancy  evaluation  shall  bo  provided  aarvlcaa  ta  atablllca  thalr  •• 
condition  prior  ta  roftrral  ta  othar  aanrlc— . 
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C.  1.2.1.  Ml  children  aaatl—  ellflblllty  criteria  are  ta  receive  alt 
required  aantai  health  aanrlc—  through  thla  doted  aystaa  da— net  rat  fen.  Ml 
eenrfcee  pravldad  ta  allflble  chi  l  dr  an/ ado  (etc  ant  a  all!  Include  aanrlc—  ta 
—rente  that  ara  noc— aary  ta  support  tha  chi  I  d/ado  late  ant 'a  treat— nc  at  — 
C— t  to  f— 111—  —  ta  C— US^r  Contractor  shall  ensure  that  f— ill—  can 
vW’tfefpete  In  tr— taunt  and  that  imec— aery  jcptrailoag  are  alnl— 1  to 
'  —detent. 
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c.1. 3.  PCXSONNfL.  The  eontf— ter  shall  ensure  that  there  are  sufficient 
staff  ta  properly  perfora  thla  contract  and  —no—  the  h—  Ith  aanrlc—  aystaa. 
At  a  afnlaua,  tha  contractor  shell  ensure  that  there  fe  a  physician,  beard 
certified  or  allflble  —  a  child  psychiatrist,  —  tha  a— leal  dir— tar,  tha 
clinics  I  dir— tar  shall  be  a  lice— ed  child  psychologist,  a  project  a— for,  -a 
site  as— far  and  clerical  and  adefntstratlve  staff.  The  centr— ter  aha  It  . 
editor,  centr— t  vith,  or  sign  agree— nte  with,  providers  or  erg— fictions  she 
trill  obtain  or  furnish  providers  ta  provide  —dl colly  necessary  and 
psychologically  necessary  clinical  servlc—  to  the  pstl— ts  covered  wider  thla 
contract.  Providers  of  diagnostic  arid  treat— m  servlc—  shall  a— t  the.  . 
fallowing  requfr— on  tat 
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C.f.3.1.  Physician:  A  physician  la  «  Doctor  af  Medicine  (N.D.)  ar  a  Doctor 
af  Oat  toco  thy  (0.0.)  tdwt  ha*  collated  residency  regal  twits  and  la  board 
a(l|<Ma  In  kla/tar  Mold,  and  licensed  ta  practice  In  tta  atata  af  North 
Carolina. 


C.  1.3.2.  Psychiatrist:  A  psychiatrist  ahall  bo  a  pfcysfeian  dw  baa  caaplatod 
raaldancy  requirements  and  la  board  allglbta  ar  board  certified  In  Hycklitry 
and  shall  ba  tlcanaod  ta  practice  |n  tha  atata  af  North  Carolina. 


t,UJ.  Child  Psychiatrist:  A  child  psychiatrist  ohatl  ba  a  physician 
allglblc  or  board  cartlflad  In  Child  Psychiatry  and  shall  ba  llconaad  ta 
practice  In  the  state  af  North  Carolina. 


C.l.3.1.  Child  Psychologist:  This  special 1st  shall  neat  the  requirements  In 
North  Carolina  for  a  Practicing  Psychologist  and  have  the  credential Ing 
requiranents  race— ended  by  the  American  Psychological  Association.  Those 
practitioners  shell  hove  special (tad  cate  nark  In  child  development, 
psychopathology,  and  devetopaantsl  disabilities,  psychotherapy  techniques  with 
children,  end  psychological  assessment  techniques  with  children,  youth  and 
families;  experiential  training  in  treatment  and'atsessaaant  ef  children  and 
families  from  different  racial  backgrounds  end  social 'economics  status  in  c 


7$ 
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variety  ef  clinical  settings;  spcciclltsd  research  contributing  to  sn 
understanding  of  children  fern! I  tec  and  psychologies!  development. 


C.1.3.5.  Practicing  Psychologist:  This  specialist  shall  have  graduated  from 
on  accredited  clinical  psychology  doctoral  training  program,  have  completed  ••• 
two  post-doctorel  yeera  of  supervised  diagneatfe  and  treatment  experience,  and 

have  passed  the  qualifying  examination  af  the  North  Carolina  Ntate  board -of .  - 

examiners  of  Practicing  Psychologists. 


C.T.3.A.  Examining  Psychologist:  This  specialist  shall  possess  a  master's 
degree  in  an  accredited  psychology  training  program,  ba  licensed,  and  function 
mdar  the  supervision  of  a  Practicing  Psychologist.  ■ 

2  f 

C.1.3.7.  Clinical  Noels!  Worker:  This  prof et( form!  shall  amet  the  State 
retirement  for  Serial  Work  Clinical  Special  1st  which  Includes  having  a  * 
thorough  knowledge  of  social  work  principles,  technique*,  and  practices,  and 
their  application  to  ctxrple*  catevork,  grog  work  and  coasxnfty  problems; 
thorough  knowledge  of  a  wide  range  of  behaviors  ard  psychological  preMema  .... 
and  their  treatment;  thorough  knmledg#  ef  family  and  trocp  dynamics  and  a 
wide  range  of  intervention  techniques;  considerable  knowledge  of  the  methods 
•nd  principles  ef  casework  sipervision  and  training  end  tha  ability  to 
atpervlaa,  train,  or  Instruct  tower* level  social  workers,  students,  or  Interns 
In  the  program.  The  minieus  training  and  experience  requirements  are  a 
master's  degree  from  an  accredited  school  ef  social  work  end  three  years  ef 
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C.1.3.8.  burse  Clinician  (far  dilld/adalaccant  services)*  This  specialist 
dull  ant  the  Mats  tlcsnsure/certlflcattsn  requirements  which  tMtidt  havtn* 

•  thorough  tnowladto  ef  nurelng  theories,  techniques,  and  practice*  In 
chlld/adolaacant  nantal  health;  canaidaraMa  knowledge  at  psychiatric 
rsurmlng,  nursing  practice  and  sdelnletrstlon,  and  behavioral  concept*  and 
traa want*  In  chi  td/ad»l  accent  nantal  health,  ability  ta  ante  thorough 
detailed  ntnaaent  af  patient  needs  and  devalep  appropriate  aalutlana; 
ability  to  direct  and  supervise  the  wart  af  athara  In  the  area  af  apaclalty. 

The  olnleuB  educe  t  Ian  and  expor  lance  required  la  a  ana  tar*  a  dopcae  idiich 
provide*  the  knowledges,  stltte,  and  abilities  needed  ta  par! are  wart  In  the 
area  af  chi ld/adol accent  enntel  health  and  ana  year  af  experience  In  thla 
area;  er  graduation  fraa  a  ttata  accredited  achaot  af  prafaaalanat  nursing  — 
and  three  year*  af  experience  Including  twa  years  in  the  erne  af 
chf  Id/ adolescent  nantal  haatth;  or  an  oqulvalont  caablnotian  af  education  and 
axperlanca.  The  Individual  shall  be  I  teamed  ta  practice  as  a  t*«f stored  * 
burse  In  North  Caroline. 

C.I.S.f.  Mstoce  Abuse  counselors,  special  Educators,  Teacher-Counselors 
and  other  Oey  Treetwent  Staffs  These  prefesalonala  shall  nest  the  State 
llcsmure/certlf fcation  requiraaants  for  eapleynant.  These  requlrenants 
Include  a  four  year  col  I  eye  degree  plus  a  waster's  degree  and  T  year  af 
supervised  experience  In  a  nantal  haatth  related  field.  I*s.wddlt1aw.  each 
r squirts  specific  training  and  certification  In  the  apaclalty  field  •  teach (no 
\  tEJdttjnes  abuse  ctuvs«ny^«IWM  providers  shall  function  water  weekly 

i^gonrlalsn^r  aanlar  level  ctfnlafana.  ^0 /fl)b '  -  n»U.<0 

C. 1.3. 10.  other  Indlvtduel  Professional  Providers.  The  services  ef  Nsrrlay* 
and  fsnlly  Therapists  Pastoral  Counselors,  and  Hants!  haatth  Corns  el  or*  shall 
be  wood  only  If  the  pat < ant  fa  referred  by  a  physician  for  the  treatment  af 
wedlcatly  dleynossd  dlssase  or  disorder,  and  the  physician  (a  Involved  In  f 
awnl taring  the  patient's  ongoing  cars.  The  warrlaye  and  f welly  counselor, 
pastoral  counselor  er  nantal  haatth  counaeler  shot l  certify  written  f 

coaewnlcatfon  has  been  wade  er  will  be  aade  ta  the  referring  physician  af  the 
results  of  the  treetwent.  Such  convocations  shall  be  aade  at  the  and  ef  the 
trestwant  or  ears  frequently.  If  required  by  the  referring  physician.  Nantal 
health  counselors,  foster  care  persnts.  and  ethers  participating  In  this 
cawwjnlty  based  prelect  as  providers,  caretakers  and/or  aaabers  af  the 
sent  rector's  alternative  living  treetwent  teen  and  In  ether  levels  ef  care 
V’dhetl  b*  trained  and  certified  aa  required  by  the  state  af  berth  Carat  Ins  aicr 
■Sweeps  tent  ta  participate  In  this  project.  The  contractor  shell  ensure  that  ^  ' 
procedures  er  regut et lorn  used  to  scccaplfsh  licensing  and  training 
retpjlrwaents  far  these  Individuals  contone  with  currant  state  statute*.  ^These 
alternative  providers  ahslljbe  wdsr  physician  frupanrlslan^j  ‘  J 


l*\  _ 

:>d) 


oil 


\ 


(l«k 


wtt’ 


Vw-W*  (r‘ '  ^ 

io-89-i*ooi8  Amaodaane 


w .  i  \ 


oodi  ^ 


.  V- 


,1  V1- 


C-3 


■S'  V  r  \ 

.  t'fSA  )  “ 


,0  V  * 

V-w-V 


ot  ■ 


w.p 


Si 1 


It. 


41. 


.  & 


<r> 


A  » 1 


C.1J.11.  f«r  tii*  purposes  of  tkli  contract,  dWW'«it)ier(titf  Imtllutlml 
providers,  provider  tropi  (accredited  by  the  Joint  Coolulcn  on 
Accreditation  of  luitbein  Organisations,  as  appropriate)  and  Individual 
provide ra  Include  those  who  ora  certified  or  l (canned  by  the  State  of  Sorts 
Carolina  and  contracted  to  provide  aarvlcaa  wafer  title  doeane  trot  Ian.  The 
contractor  aha  It  provide  raeueee  and  ataff  quel If (cat lane  far  key  project 
peraannal  and  a  detailed  ataff  ins  plan  (Nimfeere  of  vartoua  ataff  poaltlana, 
deacrlptlana  (by  position)  of  duties,  responsibilities,  atpervieian  and 
supervisor  responsibilities,  charta,  act.)  clang  trith  Ufa  prepaeel. 

C.1J.12.  COSTSACTOS  PtWONNtl.  All  paraan*  performing  infer  this  contract 
shell  rooatn  paraomal  of  the  contractor  or  aUtcantracter  and  not  peraannal  af 


C.1.3.13.  CONTRACTOR'S  RSPttSERTATIVI.  Within  10  calendar  deya  after 
contract  aoard,  tlto  contractor  ahatl  provide  In  writing,  the  naeo  and  local 
.  phone  naber  af  an  Individual  to  act  aa  hla  representative  Wta  trill  bo 

respenaible  for  overall  coordination  and  ioplaeontatian  af  aarvlcaa  to. the .  . 
contracting  officer  and  COS. 

;• 

C.1J.H.  CONDUCT  ON  TRS  INSTALLATION.  The  contractor's  paraomal  oil  I  not 
be  panel  t  ted  an  the  I  natal  lotion  If  their  presence  Is  considered  detrimental 
to  the  security  of  the  Installation.  The  Cure  meant  reaerves  the  right  to 
require  remove l  from  the  job  site  af  any  contract  paraomal  tfto  andawgara  - 
persona  ar  property,  uhote  continued  employment  la  inconaistent  with  the 
interest  af  oilitary  security  ar  Mho  la  found  to  be  Incapacitated  or  under  -the 
Influence  of  alcohol,  drugs  ar  other  substances.  Samvel  of  peraannal  for 
cause  does  net  relievo  the  contractor  of  the  requirement  to  perform  services 
specified  herein. 

C.1.4.  CONCCPT  OF  OPERATIONS 


C. 1.1.1.  The  proposed  demonstration  shall  have  throe  distinct  organisational 


C.1.4. 1.1.  Overall  responsibility  far  project  management  which  shell  be**  ** 
maintained  In  Wot /Wt/ LAI  State  Office,  Including  planning,  project  funding, 
date  management,  monitoring,  and  quality  assurance.  . 

C.1.4. 1.2.  An  Independent  evaluation  component  shall  be  established  through  • 
contract  between  Vanderbilt  University  and  the  state  af  berth  Cere  line. 

C.1.4. 1.3.  A  direct  service  component  shell  be  established  through  a 
e^contract  with  the  Area  Program  Authority.  OMW/mr/sas  has  a  relationship 
defined  by  State  statute  with  the  Area  Program,  which  Is  an  entity  of -local  •• 
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e.  1.4.2.  entry  Into  the  System  Oil  I4r«tf«drt wwnti  Mt 
Hnriw  lyttd  In  wirtwi  wit*  ittti  at  federal  nqulm 


tar  t ha  .i&f* 


i,\  r  C.  1.4.3.  TIM  sendees  provided  ahall  ba  band  upon  a  tharaugh  dfegraei 
-jv  y^y1  \  study  laadfna  ta  ai  Individual Itsd  traafnt  plan  far  each  child.  Ibr 
1  af  entry  Into  tha  ayatan  la  crltical.roquiring  the  hldtoat  towel  _of 
V-“  vn}  j  prafaaalanat  atilt  ta  dot  ami  no  dtether  or  net  aarvlcaa  era  actually  rw 
,  ,+r*-11  (  and.  If  so,  id»t  opaclflc  carvfcac  ere  naodocL 
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v,VSC.1.4.4.  far  n n-irmid  non-aaergancy  care. 

\A  A**.-  begin  within  cw  Ucirplnad  fclloulni  therocp 
to  childmsilmHlY  abell  eantlnu.  ei,  o 
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.fervfcastochild  and  foarftv  ahall  continue  an  a  ngMlg|  Tfrffg  ■*  an  Int  aria  _  y 
oaesure ,TWTi  the  dlofnootlc  atudy  la  coapleted,  reviewed  by  tha  Traataant 
faaa,  prasantod  ta  tha  faally  and  ta.  other*  cliniflccnt  In  tha  child'* 
ecological  oyatoa,  and  IwptoaantadX  Tho  diagnostic  study  ahall  begin  within  -  j 
tha  uaah  af  referral  and  ahell  ha  coaptatad  and  reviewed  hy  the  Traataant  Taaa 
In  two  weeks,  or  less?\  The  traataant  plan  wilt  ba  reviewed  and  codified.  If 
necessary,  by  the  Traataant  Taaa.  Tha  traataant  plan  will  ba  Ipplaa anted 
lanedfately;  -the  full  traataant  plan  will  ba  ceapleted  within  72  haura  of 
Initial  contact,  wtlees  a  wore  complex  assaasaant  Is  naadad  at  the  aoat  within 
two  weeks  following  coaptation  af  tha  plan.  Thus,  the  process  free  referral 
to  full  laplanantatlon  af  tha  traataant  plan  night  taka  an  average  of  tue  ■  •  ■ 
weeks.  Our  In*  this  tins  period,  tha  child  and  fanity  ahall  racalva  regular 
services  as  clinically  detarnlnad  or  at  Intervals  cans! stent  with  tha 
patient's  physical  and  cental  health  status,  far  traataant  plana  that  taka 
longer  to  Implement,  It  Is  laportant  to  recognize  that  not  only  night  the 
diagnostic  process  be  complex.  hut  coanuilty  based  traataant  nay  require 

considerable  planning  end  negotiation  with  professionals  In  other  systMB  to . 

obtain  relevant  information  and  to  establish  acceptance  of  the  treatment  plan  •  • 
and  willingness  to  assist  with  laplanantatlon.  Pn incantation  of  aaplmtlans 
for  Increased  tine  shall  ba  node.  (fivi  ,/■>  ^  fMft.  '(t&r  . 

e.1.4.3.  Knargency  and  urgent  services  shall  be)  available  on  a  74 -hour  ioalL* J 
Sites  for  the  provision  of  awargint|f  services  shall  be  located  at  fort  Sr egg,  a 
all  the  hrea  frograna  (8)  In  the  fort  Iregg  catehaamt  area  and  at  ether  rites  * 1  •• 

ta  be  determined  by  need.  A  24-hour  telephone  service  shall  provide  crisis . — 

cowmellng  and  direction  to  tha  nearest  amargancy  site.  Transportation  shall _ ' 

be  provided  es  defined  In  the  approved  transportation  plan.  Assesaaant  ahall 
ba  provided  within  two  hours  of  the  request,  and  {mediate  treatment  shall  be 
provided.  If  needed.  titan  the  chlld/adoteseent  can  ba  atablllzod,  dlagneetfc  K 
■MOlg*  T*HlM  haglft-wUfein  24-hmwe;  during  and  upon  coaptation  of  tha 
dl agnostic  assesamnt,  treatment  services  wilt  be  provided  fmaedletely,  as  «i 
Interim  measure,  irrtil  the  futl  treatment  plan  is  iaplsmented  es  described 
•kne.  To  assure  that  e  thorough  diagnostic  assessment  la  made,  the 
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diagnostic  process  and  resulting  traatnant  plan,  hath  of  which  vt  automated^/  l  ( 
shall  ha  us  ad  allowing  for  Monitoring  far  completeness.  -The  final  format  Ugl.  Au/t) 
jtho  diagnostic  precast  shall  b*  sUbalttod  to  the  AChrinlstratlvo  Contracting  J 
t  iHflcor  for  gpprsvgl  within  120  doy»  mftor  contract  award.  - - - 
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C.1.4.4.  Tha  treatment  systao  shall  ha  basad  an  the  sssassod  traatasnt  mods 

of  aach  client.  A  control  characteristic  of  tha  systao  may  ba  hast  daft  nod  oa  , 

tha  capacity  to  "wrap*  Individual  Isad  sarvfcao  around  each  cl  font,  rather  than  j 

fit  tha  client  Into  an  existing  act  af  progran  c opponent «.  Tha  systao  created  j  M.  *v  .  i 

•round  each  child's  clinical  needs  Ml  be  dynamic  allowing  far  change  *  ^  t 

ratal  tins  froo  traatnant  topect  and  othor  factors  ouch  so  developmental  j 

changes  or  chongao  related  to  the  school  year.  Criteria  to  bo  wood  ae  .  .  .  (  j**  A 

guidance  fn  dttarolnlng  lovato  af  care  aha  1 1  be  dtvalopod  and  provided  to  tha  / 1 

Adstnlatratlva  Contracting  Officer  for  approval  within  150  colander  days  after  ^  j 

contract  award. 

C. 1.4.7.  tntska/aeaasaawnti  A  thorough  dlognootlo  asset  want  ahall  bt  . 

-completed  for  each  client.  Nighty  trained  profaeslanats  ahall  ovaluata  thsL  , 

r  treatment  mode  of  oach  client.  Through  tha  eoaa  aeneger.  Input  will  bo  A  "Tv  A-\Vt  »■>  '’’i 
/  obtained  fren  othara  glgnlf leant  to  tha  Individual  client,  ouch  aa  bla/har  j  Y.  t  d  kX  ' 

I  teacher,  court  counselor,  and/or  protective  sorvlcoa  worker  and  provided  to  /  r™uJ  ^ 
l  tho  diagnostician.  Ivon  though  those  proftetlonals  do  not  provide  nodical  or ' 

V  pcychologtcat  cervices,  their  rota  In  tho  child's  Ilfs  Is  significant; 
tharaforo  their  abservatiana  of  tha  child,  their  goals  for  tho  child,  end 
Interactions  with  tha  child  end  faatly  auet  be  considered.  A  coordinated 
approach  Is  important  to  tha  success  of  treatment.  The  professionals 

participating  In  tho  assessment  shall  neat  with  tho  Traatnant  Team  and  '  »  . 

together  design  the  treatment  plan.  Tha  Traatnant  Tom  shell  ba  coined  of  •'yj 

child  psychiatrist,  a  doctoral  level  practicing  child  pcychotcglat,  and  tho  J  ’  <  V)  P  MT3?  -V  * 

Supervisor*  of  servlet  components,  whs  erg  fully  quel  If  fed  mental  health  *  tr.’.t  ^ 

professlenala.  Cither  tha  child  psychiatrist  or  child  psychologist  will  head 

tha  Traatnant  Team  but  both  shall  participate  In  tha  review  of  treatment 

plana. 

'  .o'- 

C. 1.4.8.  Non-amt rgancy  rofarrala  erf tl  rocatvo  sarvleot  within  one  weak,' 
during  which  time  background  dote  ahall  begin  to  bo  col  (acted.  It  lo  .;••  • 
essential  to  proper  diagnosis  that  historical  data  and  Indices  of  currant 
functioning  be  obtained  from  schools,'  physicians,  courts,  family,  and  Others. 

Involved  with  tha  client,  for  emergency  situations  and  walk- Ins,  services 
will  ba  provided  within  two  hours  or  sooner.  If  needed,  face  to  face 

emergency  services  shall  be  avetlabls  an  s  24-hour  basis.  <  ^  gji 

€.1.4.9,  At  the  emergency  facility,  Initial  asttsamente,  brief  history,  and  v  •  |/ * 1  ‘ 

ttatamant  af  presenting  problem  will  bo  completed  Immediately,  by  o  eentor  l  ' j  J  ^ 

level  clinician.  Imargeney  aarvlces,  crisis  atabflltatlon  shall  ba  provided  ^ 

Immediately,  If  required,  tack-up  omargancy  services  shall  ba  available,  as  •••  \  (ff  *•*' 


M  T>  + 


Aio-eo  c-oou  pou002 


«  ■  y *v*- 


jU 


imM.  tto  determination  shell  toe  oade  at  to  ilnOa 
Mi  to  provided  at  tto  site,  tosttor  an  fn-toms  mri 
family  h—  ar  totter  an  adsiseisn  ta  a  hospital,  ar 


atoll  arrnagimr 
par  totting  la 


C. 1.4. 10.  fallowing  stabilization,  tto  diagnostic  study  will  pracaad 
ianadlatoly  if  indicatod  or  within  tto  waste  if  tto  — rgavy  nature  of  tto 
situation  is  reaotved.  Tto  diagnostic  study  will  address  all  five  Anas  of 
OgN'lII-l.  every  chi  Id/odol  secant  atoll  racaiwa  an  assssaaunt  adtieds  atoll  / 
includa  a  clinical  interview  of  0m  child  and  parant(s);  •  review  of  / 
educational,  social,  psychological,  intolloctual,  and  intsrparoonal  ^ 
functioning;  dovetapn—al  history;  physical  oasaaaoant  rolaaant  to 
parcaivsd  oantal  toalth  problaaa;  atm— nf  of  atraeaas,  and  l aval  of 
react  ion  to  than;  a  global  saisa— nt  of  fwwtianing;  foraulattan  of  a 
clinical  diagnosis;  a  statement  of  troatnant  goals;  an  individual  lead 
traatoant  plan.  These  studies  atoll,  to  wgil sled  under  tto  aupervialan  of  tto 
Nodical  Oi rector  of  tto  da— tratian  toy  senior  tawsl  clinicians.  A  physician 
atoll  coaplete  tto’  Azia  III  diagnosis.  Other  disciplines  will  psrtttlpsts,  as 
ratgirad.^1agnast  id  Oiudni  ghllT  to  i  as  I  awed  toy  tto  Troatnant  Teen.^  ^ 

C.2.  KFIglTIOgS/AIOREVIATlOMS/ACKONYM 


s  \  -»  I” 


M  V 


i  ,.S 

IV”  ,<■*  •  L 


lanaf  feisry  •  A  parson  who  la  tto  dependant  of  an  active  duty  service  naafaar 
or  ratiroo  and  ratiraos  as  defined  toy  000  instruction  6010.8*0  idw  ara  ■  ••  • 
authorized  nodical  benefits  In  a  ntlitary  troatnant  facility  or  fron  civilian 


Capital  Equipment  •  don  expandable  it—  of  oqulpnmit  having  a  value  of  8100 
or  sort  for  non-nsdical  It—,  nadical  equipment  with  a  value  of  8200  or.  .. 
note  and  furniture  with  a  value  of  8300  or  aero. 


per  •  An  individual 
provided. 


*- 


ibis  for  coordinating  and  aoni taring 


, 

% 


CMAMPUS  •  Civilian  Health  and  Medical  Progrw  of  tto  Uniformed  Services.  This 
is  a  benefits  program  authorized  toy  Congress  to  provide  nadical  and 
psychological  services  necessary  to  authorized  beneficiaries. 


CHAI0US  Claias  •  A  specified  format  for  tto  billing  and  payment  for  nadical 
services  payable  by  the  CMAMPUS  —  billed  on  a  CMAMPUS  form-MCC NCFA  form 
1500  or  Ug  82.  - ^ C 

Collateral  visits  *  Sessions  with  tto  patiorrt's  faally  or  significant  others 
for  tto  purpose  of  information  gathering  or  iaglansnting  tree— nt  —Is. 


portion  of  tto 


cere  systsn  toero  oervic 
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(  pw(M  (l.t.  greip  Imm,  out-patient  trwaM). 

CMrtettr  *  State  of  berth  Carolina,  D^artant  «f  Main  Resources  -  < 

•CEtS  *  Defense  eligibility  Enrol leant  lyita.  A  ceaputorisad  lyita 
Maintains  currant  eligibility  atatua  far  all  health  banaftu  beneficiaries. 

OKC  *  Diagnostic  Rotated  Brag.  A  systaa  for  Rrot^inR  pa  ti  wit  a  by  the  —  * 
sorority  of  their  ilinaas,  diagnosis,  amplications,  ago,  ate. 

fiscal  tnteraadtaryffl)  •  An  organisation  infer  contract  aits  OCNANWS  to 
procasa  civilian  nadical  claias  infer  the  CAMPUS. 

ft  Bragg  Catchnant  Area  -  A  geographic  area  aromd  fort  Bragg  idiich  is 
defined  by  those  sip  cade  bomdarias  located  in  an  appresiaate  40  ails  radius 
of  llnaarfc  A  ray  Coaaunity  Nospitsl. 

Co  »e  meant  •  u.S.  Boramaont 

Managed  Caro  *  A  procssa  Wioraby  a  third  party  directs  patient  access  to  and 
utilisation  of  haalth  care. 

Parent  •  Refers  to  the  biological  parent,  legal  guardian  or  legally  appointed 
foster  parent  Mho  is  responsible  for  the  child's  welfare  and  safety. 

/  Provider(s)  •  Individuates)  licensed  or  corttfiad  to  provide  aadicat  and 

i  psychological  troataant. 

( 

Duality  Assurance  •  Those  actions  taken  by  the  Roieriaant  to  chock  aorvicae  to 
determine  that  they  seat  the  requirements  of  the  Statement  of  Work  and 
roqui recants  of  the  Joint  Coeni  scion  on  Accreditation  of  Realthcare  — 
Organisation,  II.S.  Army  Health  Services  Caaeand,  and  individual  hospital's 
aadicat  staff  quality  assurance  and  risk  aanagaaant  progress. 

Sponsor  -  An  active  dity  aaatoer  or  retiree,  or  daceaaad  active  duty  aaaber  or 
retiree  of  a  ini  formed  service. 

Troataant  Teen  •  A  auttidiscipl inary  healthcare  teas  ditch  dev*  «nd 
aonitors  patient  progress  in  a  plan  of  treatment  Witch  is  specific  for  that 
patient's  diagnosis  and  troataant  needs. 


HACK  -  llnaack  Army  Cwacnity  Hospital 
NSC  -  Health  Services  Coaaand 


l 
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ef  tM  Aray 


of  Nfa 


CM  •  Contracting  Off  (car's 


sou  •  Staton nt  of  Hark 


JCARO  •  Joint  Co— ission  on  Accraditatlon  of  i— Ithcara  Org— itationa 


RTF  *  Nodical  Traatoant  facility 


QC  -  Quality  Control 


rr  •  fiscal  Tsar 


OCA  •  Orug  Cnfi 


C.S.  QOVERRNERT  FUM1SNED  FACILITIES  AMO  SERVICES. 

C.3.1.  f ACUITIES.  During  the  hours  of  porfec— nca  under  this  contract  tha 
contractor,  cantractor as  personnel  or  tha  a^cantractor  shall  have  tha  uao  of 
daslgnatod  space  — de  aval  labia  at  fort  Kragg  far  parfomlng  Intaka,  Initial . 
aaaaoaaonta  or  treat— nt  —  needed. 


C.3.Z.  SERVICES.  Tha  govern— nt  shall  furnish  and  Install  at  govern— nt 
expense  a  DEERS  seminal  In  tha  contractor's  prlaary  facility.  This  will  bo 
acc— plished  within  12  a—tths  of  contract  a— rd. 

C.4.  CONTRACTOR  FURMISNCD  FROfERTT. 


Get! 

i  i 


ft^ 


C.4.1.  •  When  occupying  govern— nt  fumlshad  facilities,  the  cantractor  shall 
provide  all  desks,  tables,  telephones,  ate  necessary  to  function  properly. 


f  i4.2t-  The  cantractor  shall  provide 
tha  govern— nt  Installation. 


tags  for  his  ooploya—  working  on 


C.4.3.  The  contractor  shall  Inaura  that  each  physician  providing  Radical  .  * 
services  jrider  this  contract  has  a  rubber  st— p  containing  his/her  n— 
degree*  Ifa  Ml  lllliss  n— hsri  This  staap  will  be  placed  on  all  for—  arid 
docusantstian  having  the  physician's  signature. 


f'QOXl 


•Exalte;  John  J.  Jonas,  » 
OCA  i 
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C.3.1.  The  fetlovtng  patient 
the  contractor  uidor  tufa  eo 
currant l y  OMM  aiOwrlnd 


.  (Sarvleoe  C.5.1.1. 
cat). 


I  paid  for  toy 

C.3.1. 10  ara 


C.5.1.1.  Outpatient  or  inpatient  aarvi 
psychiatric  heapltata,  Residential  Troa 
facilities. 


In  CNANPUS  author  lead  general  < 
it  Cant  ara,  ar  specialised  traa 


C.3.1. 2.  Professional  services  rendered  In  tka  diagnosis  or  traa  frit  of  a 
j  *  covered  aantal  dlsordar  toy  ^jellflad  providers  including.;  psychiatrists, 

J  ,  physicians,  clinical  paychalaalata.  cartlf lad  payctolatrlc  nuroaapeclallsta 
«  clInic'aacfaL  MoHtara,  Taer  Hagi.faniTyand  paatoral  caunaalara '  twder 


physician  sMporvialen  and  attoar  providers  authorised  In 
directive  M10.8*t. -  /V0 

A  C.3.1. 3.  Individual  psychotherapy 

d  C.3.1. 4.  (rap  psycho  therapy 

V 

y  C.S.1.5.  faaily  ar  conjoint  paycho therapy 


0  of  000 


\-^tw 


.j  C.3.1. 6.  Paychological  toatlra  and  aaaa i 
O 

_r  C.5.1.7.  Adsinlstrstlon  of  paycho  tropic 
'l  C.5.1.8.  Collateral  delta. 


C.3.1. 9.  Nodical  ovaluatlon  and  tooting  required  to 
clinical  atatua  at  tha  tine  of  add  salon  or  intake. 


the  patients' 


C.3.1. 10.  ancillary  tharaplaa  auch  as  art,  aualc,  danct 
too  mod  ahan  praacrlbad  toy  tha  attending  provider  In  an 
plan. 

C.3.1. 11.  Respite  aarvicaa. 


tianal  shall 


C.3.1. 12.  Independent  living  (delete  ia  restricted  to  ade 
of  ago  and  auet  Include  faarily  sadder  liwalvaaant  In  all 


"-ft  ‘ 


C.3.1. 13.  Alternative  fanlly  living  arrangeaanta:  These  aarvicaa  shall  toe 
provided  in  a  licensed  hone  tilth  specially  trained  staff.  Tree  merit  of 
patients  irv this  anviroraeent  Mill  include  fanlly  Involvneant. 
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C.3.I.M.  k  .  itUI  In#  Living:  IIMm  — rvicae  #tll  ba  prnlkl  In  i  y4,  > 

amity  resfdawfel  eectlr#  Homed  and  amrvtead  *  Mtiflad  .  r  <  (~L  * 

Whan  eenricoa  Inwln  residential  plmont,  earetufrevieu  of  <><?  ^  <  0 

aMtmm  mtU  li  ■*  OI  t  Nfilv  (U  *r)  kali  ly  tta ON ■ma.l  - 

MWr&ta.MlNriattwmMMy.  o£tcK^  ^ 

/  C. 5. 1.15.  Crlolo  stobilliotlon  of  7  or  favor  dkyo  In  o  gatfflid  «d  ‘ 

(^professionally  ai#erv1sed  onvironaent^  — 

C. 5. 1.16.  Hon- retard  Therapeutic  cm  ay  to  aval  table  for  children  over  the 
oao  of  6  In  a  ototo  II canoed  or  certified  cam 


C. 5. 1.17.  Wilderness  Cm:  This  aarvice  aay  bo  aade  ovei labia  for  children 
over  the  ago  of  6.  Transportation  shall  ba  provided  far  visitations.  If 
needed,  for  the  client  and  for  the  f sadly,  if  those  services  are  provided  in 
the  Eckard  wilderness  Capiig  rrngrsas.  they  will  be  provided  at  ns  cast  to 
the  eo  va  frown  t. 


C. 5.1. IS.  Pay  treetasnt 

j  /  T  Jfi 

^  C.5.1.19.  In-hoaw  services  by  licensed  and  or  certified  professionals.  p 

C. 5. 1.20. \isssessMnt  and  praacrfpclws  sarvlcaa  shall  ba  provided  by  the  . 


k 


contractor.  Assessawnts  shall  Include  tests  and  consultations  required  to 
establish  a  definitive  diagnosis. 


tf 


-  y* 


C. 5. 1.21.  Partial  hospitalisation 


•-  \r< 


C. 5. 1.22.  Transportation.  The  contractor  shall  develop  criteria  tdilch  .... 
assesses  patient  needs  for  transportation  to  the  various  traetaant  settings  •  • 
and/or  cars  provided  outside  the  catchaant  area.  These  criteria  shall  be"  '  - 
based  on  clinical  and  social -econoeic  need.  Providing  transportation- ahaU 

not  be  based  on  patient  desire  or  willingness  to  drive  or  use  pUdic . 

transportation.  See  Atteh  S  hereto.  . 

C-5.  I.ZS  C  rAftfu.  d£  f  j 

C.S.2.  SEXVICES  EXCLUDED:  ® 

xl/ C.5.2.1.  Services  idiich  are  statutorily  the  responsibility  of  the  state 
eA*" federsl  govemsent  to  provide  shsll  be  excluded  f row  this  contract.  — 


r— .  .  ./ 

.4 


.■-b 

/ 


*sr 


zjihx 


C.5.2.2.  Services  to  provide  diamstic  ssssstswnt  ordered  by  the  courts  to 
deteraine  alternative  court  dispositions. 

C.5.2.3.  Services  to  certified  aadters  of  i  21  life  H."  class  are  excluded 
wider  this  contract,  with  the  exception  of  i  class  aaabiri  who  reside  on 
federal  land  and  Who  are  not  included  in  CL/  end  C.5.2.A. 


■i  -  - 


") 
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C.S.2.4.  Services  prwri 
ora  eligible  fwtktCM 
■cluM  fra  ttli  eoncr 


bansftclariaa 


ttm  arm  enrolled  In  • 
pad  (mi)  *tt(  to* 


C.S.2.S.  t  aryl  c—  t a  CNANPUS  banef  iclarteo  wit*  the  fattening  MM-IIl-t  \ 
diagnoses  trill  be  occluded  unless  accompanied  by _AaiaI  djagngj.i>_pc  other 
nan-excluded  Aida  II  diagnosis!  awtil  retardation,  includina  mild,  moderate, 
severe,  prof aundaad  unspecified  mantel  retardation,  specific  developmental 
(•  ’  disorders,  Including  acadnaic  akllta  dlaordara,  language  and  speech  dlsordara 
V  and  notor  akllta  development.  / 


C.3.2.6.  darvlcaa  that  arm  the  raapanalbltlty  of  seb 
covered  by  thfe  contract.  Thaaa  Include  dfagnaatlc  a 
placement,  Vocational  planning,  'career  guidance/fptac 
or  claaaoa  for  cacaptlanal  atudanta  or  any  other  ptac 
to  diagnoafa  or  traatannt  for  marital  haoltti  probtana. 


I  ayatana  trill  not  be 
aaanant  fortacadsmfc 
ant  In  acbool  programs 
ant  aervice  net  related 


C.S.3.  The  contractor  aha  1 1  provide  a  centrally  nanagad  prograa  tdiich 
coord! nataa  all  care  and  treatment  provided  and/or  preaerfbod  for  pat  I  ante 
uatng  the  contractor's  aarvfcaa  ayataau 


jalng  the  contractor's  i 
at  . 


peoni" 


C.5.3.1.  HAMACg  CMC.  The  contractor  ahatl  provide  eaaa  nanogara  uho  shell 
be  responsible  for  patient  aecasa  to  and  utilization  of  the  contractor's 
service  aysten.-^JMi  saae-epwogar- shall  ba-caapasslhls  ha  HU  WAS  Ihae 
lOttsai.  The  case" aensger  shal l  be  reapoha(l)te  for  ilBUTIIV  mrwimmmtrtfS 
rnfm  fSr  patients  to  enter  and/or  nova  batuaan  the  various  l everts  of  care 
and/or  traatannt  settings.  The  case  manager  la  raaponeibie  for  monitoring  .the 
placement  of  the  patient  in  a  treatment  setting  aa  it  relates  to  an  approved 
treatment  plan  and  for  coordinating  the  activities  of  the  treatment  team. 

Case  managers  shall  be  Individuals  id*  are  elthon^WW,  M,  PhD  ,  s~ 
Psychol og lata,  er  Special  education  T anchors  or  other- faUflad  mental  1  .. 
health  profaaalanala  and  shall  bo  atgwrvfssd  by  the  Clinical  Director.  I 


v  C.5.3.2.  TREATMENT  TEAM.  The  Treatment  Team  shall  be  a  out tldlaeiplf nary 
w\  team  c  imposed  of  the  supervisors  of  outpatient  servicaa,  day  treatment 
J  ^  .  services,  case  management  services  end  residential  services;  both  a  child* 

vyju  .  <v  psychiatrist  and  a  child  peycholoslsi&hsU  be  on  the  Treatment  Team,  as  well 
'  \  '  as  other  necessary  professional  and  non*  profess  ions  l  personnel  as  required. 

The  treatment  tarn  ahatl  be  raaponeibie  for  the  final  development  and  approva 
of  a  traatannt  plan.  The  requirements  for  a  complete  treatment  plan  are 
listed  under  the  patient  marmgeeeent  requirement  in  this  contract.  -  Case  • 


C.S.4.  PATIENT  MANAGEMENT.  The  contractor  shall  provide  a  case 


A<U'. 

pqUdvcK 
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or-  Ca^e  cooivf 


•yitia  end  Incur*  sufficient  documentation  In  treat***  record*  *i<cti  shall 
clearly  document  the  assessment,  yrogrHi,  and  outcome  of  cert  provided  re  • 
pet  lent  a  treated  under  thle  centreet.  temple  formats  for  Initial  patient  date  ■  - 
collection  ahatt  ha  furnished  t*  the  contracting  officer  ulthln  90  calendar 
day*  after  award.  Patient*  aha  (I  he  managed  ulthln  the  aervfco  eytteu  to  the 
fallout  ng  minimal  at  ardor  dot  ,  J^l •0&-' 


/I  o 


LoM 


C.S.4.1.  Intoha: 

... 

C.S.«.1.1.PTOlt^a>sp*ltotooand  pracadufag  governing  the Jntakt  procaac  ahall, 
rinauNT that  tnfermatlehlsabcatned  on  oil  potlanto  acbltted  or  rofaffod; 

deter  I  be*  procedure*  for  accepting' rtf orrol  fraa  out  tide  agendo*  and  . 

organ! *at lens;  record*  or*  kept  on  all  potlont*  and  referral*;  atotfctlccl 

dot*  I*  kept  on  the  Intake  procecc;  and  procedure*  or*  Included  for  . 

alternative  reforrcle  uhen  on  applicant  It  found  Ineligible  far  adit u Ion. 

C.5.4.1.2.  Method*  of  Intake  ahall  ha  baaed  on  the  service*  provided  and 
needs  of  the  patient. 

.  J 

C.S.4.1.3.  Criteria  for  determining  eligibility  ahall  be  clearly  stated  In 
ur  (ting. 

f 

C.$.4.U.  Intake  procoduro*  ahall  Include  an  tnltlot  a*  *  element  of  th* 
POtltpt. 

C.M.1.5.  Acceptance  of  parlcnta  for  treatment  ahall  be  based  on  tnteke 
.  procedure  result*. 

C. 5. 4. 1.4.  The  record  oholt  contain  the  aaurc*  of  any  referral.  .  . 


.  v  -•'1 


C. 5. 4. 1.7.  The  Intake  process  shall  Inaura  the  patient  vrd* retards  the  nature 

•nd  go* Is  of  th*  treatment  program,  hour*  during  which  services  are  available, . 

treatment  coats. 

<L 

C.S.4.1. 8.  Organisation*  uhl eh  house  patients  overnight  are  licensed  end/or  ^  .  . 

cart  I  fled  by  th*  itot*  of  north  Carotin*. 

C.5.4.1.0.  Cuffielont  Information  shell  b*  obtained  during  th*  Initial  intake  ■  - 
ta  develop  a  preliminary  treatment  plan. 

C.S.4.2.  Asaecsaants 


C.5.4.2.1.  Cach  patient  shall  have  a  cemplata  a******ent,  Including  clinical 
COnsidaraticn  of  the  patient'*  needs  and  a  written,  comprehensive, 
Individualised  treatment  plan  that  It  based  on  the  assessment  of  the  patient'* 
clinical  needs. 
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C.5.4.2.2.  ^Nrelt  pregrua 
t»  the  <w(^K  and  1^1 


mi  •  pfiM 
(fan  af  each  Ml 


maancatfan  ta «Hfr  «*•*  •*,  w  T 

>TmI  agination  taa'i*  grlar  C 
patlM'i  traataant  ptn. 


C.3.4.2.3.  The  organisation  ahatl  km  an  aaaaaaaant  procedure  far  the  aorty 
detection  af  aantal  health  proWa  that  ara  Ufa  threatening,  ara  Indfcatlva 
af  severe  parsanaHty  disorganisation  or  deterioration,  or  ay  oarlauaty 
affaet  tha  traatant  ar  rehabilitation  p recaaa.  ••  ■ 


C.3.4.2.4.  An  Motional  and  bahavieral 
coaptatad  and  antarad  In  tha  patlant  ro 


pat i ant  ahall  ba 


C. 3.4. 2.3.  A  aacfal  aaaaaaaant  af  aaeh  patlant  ahall  ba  wdartakan  and 
dooaantad  In  tha  patlant  racord. 

C.3.4.3.  Traataant  plana: 

C.5.4.3.1.  (Karat l  davalopaant  and  la^laaantatian  af  tha  traataant  plan  shall, 
ba  assigned  to  an  appraprtata  aaa bar  of  tha  profaaalanal  ataff. 


C.S.4.3.2.  Tha  traataant  plan  ahall  ba  developed  aa  clinical  information 
baroaaa  aval  labia  and  aa  aoon  aa  poaalbla  aft  ar  tha  pat  I  ant1  a  ahaiasion  or 
accaptanca  into  tha  contract  or1  a  aarvica  ayataa. 


iton/accaptonca  to  any  inpotlant  or 
caaplatian  af  tha  Intake  proaaaa 


C.S.4.3.3.  r  within  72  hours  follonlni  ah 
residential  traataant  organisation,  ar  q 
11  or  partial  hoapl  tall  sat  Ion  or  outpatient 

HSSSSB&. *—  afc,M  **** *"'"!*  “  traataant 

af*tha  patl - 1  gcaaanM  g-gi  abt—  pti 

behavioral  atatua.  ) 


C.3.4.3. 4.  Tha  traataant  plan  ahall  reflect  tha  pat  font 'a  clinical 
candltlona. 


4 an  baaed  an  at  laaat  tha  aaaaaana 
feat  health,  aaatlanal  atatua  and 


\  ^  J 

/  <n 


C.S.4.3.3.  Tha  traataant  plan  ahall 
tha  pa ti ant's  needs. 


elfy  tha  services  necessary  to  neat 


C.5.4.3.6.  Tha  traataant  plan  ahall  Include  referrals  for  needed  services 
that  ara  not  provided  directly  by  tha  organisation. 

C.5.4.3.7.  The  traataant  plan  ahatl  contain  specific  goals  ahlch  the  patient 
auat  achieve  ta  attain,  aaintain  and/or  reestablish  aaatlanal  and/or  physical 
health. 


C.5.4.3.6.  The  traataant  plan  shall  contain  specific  objectives  that  relate 
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C.S.4.3.Q.  I  hi  tTOBtUant  pi  V  Shell  till  I 
W  planned  fw  the  patient  and  specifies  the 
mark  with  the  patient. 


C.S.4.3.10.^The 


treatment  pi  an  akitl  apacify  the  f 


C.5.iJ.11r  The  treatment  plan  shall  delineate  the 
be  mat  far  tho  termination  of  tnaafant. 


siflc  crttarfa  ta 


C.5.iJ.UTllM  traanaant  plan  akail  include  apoeifie  plana  for  tka 
involvement  of  tka  faulty  or  aipnif leant  •chars  in  tka  pationt'a  trm 


C. 5.4.4.  Progress  notes:  Prog rasa  notes  shall  be  a»Je  for  each  pat i ant  Which 
document  the  implementation  of  the  treatment  plan,  actual  tree  font  provided 
to  the  patient,  chronological  documentation  of  the  pationt'a  clinical  course, 
changes  In  each  of  the  pationt'a  conditions  and  descriptions  of  the  patient's 
response  to  trsetamnt  and  the  outcome  of  treatment  and  the  response  of 
significant  ether  to  faportant  intercurrent  events.  -/ 1  .  -  f. 


C.5.4.5.  Olscherge  auooary  and  after  cafe.  ~X>d|ccharge<pud£ry  akail  bo 
entered  Into  the  patient's  record  uithlolS  dn4  oftOFoischarge  or  ralaaaa 
froo  core.  The  stamery  shall  include  thY  restate  of  intake  oaiaiiment  and 
diagnosis,  the  final  primary  and  secondary  diagnoses,  a  suaaary  of  pertinent 
findings  and  a  final  assessment  which  traces  the  patient's  progress  toward 
goal  and  objective  achievement  and  a  statement  of  the  patients  condition,  at 
the  time  of  discharge.  The  records  shall  include  a  written  aftercare  plan  for 
continuing  treatment  if  needed,  and  recommendations  for  after  treatment  -  -  . 
support  to  the  patient. 


C.5.5.  QUALITY  OONTROLiOC)  MB  QUALITY  ASSURANCC(QA). 


•  .3.5.1.  The  contractor  shall  be  responsible  for  the  quality  of  all 
services  provided.  The  contractor  shall  establish  a  quality  control  program 
which  shall  monitor  and  evaluate  aspects  of  care  which  are  provided  by  the 
contractor's  service  system.  Monitoring  activities  shall  be  conducted 
systematically  and  shall  identify,  evaluate,  and  correct  preplans.  At  a 
minimus  the  quality  control  plan  and  activities  shall  meet  the  following 
criteria: 


C.5.5. 1.1.  The  program  shall  objectively  and  systematically  monitor  and 
evaluate  the  quality  and  appropriateness  of  patient  care,  pursue  qportutities 
to  improve  patient  care  and  resolve  identified  problems. 
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C.3.5.1.2. 

Including 


C.5.3.1.3.  Professional  and  ad 
tto  quality  ad  appropriateness 
resolve  problem  and  raport  Infi 


feat  fan 


aa  wilt  to  applicable  ta  tto  ant  Ira 


ilnistretlva  staff*  atoll  Monitor  and  evelui 
of  pat  I  ant  ears  and  clinical  psrfermca, 
coot  fan  to  tto  governing  tody  and  tto  COR. 


*  "  U  A.V'*' 


* '  a  \  \ 
aI* 

/ v. , 


C.3.5.1.4.  Ito 'contractor  shalltove  a  written  plan  for  tto  quality  control 
prograo  which  daacrltoa  tto  abjective,  arganlsatlen,  acapo  and  eschar  (.saw  for 
awaroaalna  tto  offset  I  vonass  of  —titering,  evaluation  and  proMaa  solving 
-  ^activities.  Specific  guldst Inaa  atoll  to  davolapod  far  tto  dotn ntatlon  In 

tto  records,  and  clinical  justification  and  evaluation  for  tto  us*  of  special 
'  treat— it  procedure*  such  as  tto  uao  of  constraints,  restraints,  seclusion  and 

\  0  f  ottora.  This  plan  Uncluding  crlteria/atandsrds/foraats)  atoll  to  autolttad 

\  to  tto  contracting  officer  with  tto  contractors  proposal  and  approved  prior 

rC  l/V  to  award. 


Ac.S.S.I.S.  The  prograo  atoll  asst  tto  required  characteristics  listed  In 

C.S.5.1.6  Sovemaont  duality  Assurance:  Tto  Qawomnant  will  aonltor  tto 
contractor's  parforoanca  under  this  contract  using  quality  assurance  t 


ran  atoll 
itad  Stand 


tto  required  characteristics  Hated  In  the’ 


ij  id-  ^nih" 

Q  A  ^ 


d^1 


PiXh>i.7  4/V^iT 


procedures  taaod  «gMn  the  Quality  Control  progr—  established  by  tto  |  ^  1 
contractor  and  approved  b y  tto  contracting  officer,  additionally,  tto.  . 
contractor’s  perJor— 5TTl"gBJoct  ta  scheduled  ato~unsctodulad  ravlaw  by  tto 
Project  Oversight  Coaelttaa,  Adslnistratlve  Contracting  Officer  and  tto  COR  — 
during  tto  tara  of  this  contract.  ^ '  *■  i  ■>  '(wl  S>  wa  u  <  rt 

(.  „  — 

C.5.5.1.7  Tto  contractor  atoll  develop  and  atosit  to  tto  contracting  officer  a 
stato—it  of  work  to  to  used  to  subcontract  with  a  University  conaortiua 
mspossd  of  Vanderbilt,  and  grande! s  Universltias  to  conduct  an  Independent 
avaluatlon  to  detensfne  if  tto  asnagod  care  oystoa  raqjf reT  by  this  contract 
la  a  cost  effective  alternative  of  acceptable  patient  core  quality  as  coopered 
with  standard  CRANKS.  Tto  Independent  evaluator  shall  structure  their 
evaluation  such  that  each  cosponent  of  ito  continual  of  want  a  l  health 
services,  as  listed  In  paragraph  C.5.1,  and  tto  sieged  care  functions  are 
eaaarined  to  deternine  if  the  patient's  clinical  care  out  cones  and  tto  costs 
for  services  are  an  effective  alternative  to  benefits  received  mdsr  standard 
CRAIPUS.  Tto  evaluator  atoll  condbct  a  coat  analysis  of  tto  eontireua  of 
■ante!  health  services  such  that  detenai nations  of  east  effectiveness  canto 


_ 


6W 


■ads.  Tto  aveluetion  subcontract  atoll  run  a  total  of  48  continuous  Months, 
subject  to  exercise  of  options  of  tto  basic  contract  and  further  atbjoct  to 
tto  availability  of  futo.  Tto  final  report  and  alt  data  collected  atoll  to 
delivered  to  tto  Contracting  Officer  not  later  than  tto  15th  calendar  day  of 
tto  49th  aonth  following  def initiut fan  of  this  contract.  This  contract 


r 
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support*  a  denonetretlon  project  t*  tMt  the  feasibility  tf  expansion  of  thla 
progra*.  tk«  leMrratnt  will  wee  this  Inftmtltn  furnished  fey  th*  contractor 
to  develop  changes  to  tfeo  basic  ctMMPUC  feontftt.  The  contractor  featl  oncuro 
that  other  denenetratlen/teat  project*  shell  not  lapoet  progra*  Iqpleaentatlon 
or  results  to  protect  th*  Integrity  of  th*  evaluation  required  horotn. 
Centrally  accepted  principle*  of  basic  research  shall  fee  used  a*  veil  a*  the 
use  of  fort*  Campbell  and  ftawart  a*  central  alto*.  Th*  contractor  shall  * 
sub* It  the  specification*  and  research  nethadology  to  be  wed  to  the 
Contracting  Officer  within  90  calendar  day*  after  sail  ITT  dtafc 


\ 


C.l.5.1.t.  The  contractor  shall  participate  with  Monad.  Amy  Coautlty 
Hospital  (MACK)  to  dovotop  a  project  oversight  coaoltte*.  This  coaalttod 
shall  be  composed  of  representative*  free  the  MACK  and  contractor's  ' 
or  sanitation  and  shall  neet  a  alnlaua  of  one*  par  wanthTwPunetlmy  «f  mi* 
copal t tea  Include,  hut  are  not  llnltad  tot  review  of  util !»«*<«"  wire 
aultlns  free  pffTFITi  treeted/referred  to  the  area  nrrwr— .  review  of  th* 
cent  roc  terms'  flfrflOcuiadlanon  anflJMolcol  record  review^,  the  oenetttea  nay 
racoanand  changes  or  aodlfleotlons  to  oontroctor  operatlona  to  the  contracting  •• 
officer.  The  eaanltto*  shall  bo  included  In  any  approval*  or  general 
procedure  used  by  patients  receiving  services  under  this  contract,  the 
contractor  shall  dovotop  poltclec  and  procedure*  to  be  used  by  th*  Project 
Oversight  Coemlttce  within  the  pereasters  outlined  In  this  contract  and  shall 
deliver  these  pot  Idea  and  procedures  to  the  contracting  officer  for  approval 
within  90  days  of  contract  award.  Th*  coanfttao  shall  constat  of  ajvaw  -  ^  a 

swafcer*.  The  chairperson  shall  Jj*  appointed  by  the  conaonder,  Mtaaack  Arny 
Comnunlty  Hospital.  Th*  oth er-AW*" aeaber*  representing  the  govarnwant  shall .  . ... 
be  the  COt^end  *  reprcsantetlv*  of  Nq,  Health  Services  Caanand.  The...  . 
contrsejaf*  represent »t I va*  shall  be  the  project  naneger,  project  alt*  Z  j 
aanaodr,  clinical  director  and  nodical  director.  -f  l’ 

C.5.S.  PAYMENT  P0A  tttVICES. 


\ 

/ 


C. 5.0.1.  The  contractor  ehall  develop  a  irft  coot  rslabureonant  oyatan  to  pay  , 
for  clinical  services  not  later  than  SO  worth*  after  contract  award.  The 
contractor  aha  It  waive  the  traditional  CHAMPUf  cost  aha  re/daduc  tibia  and  there 

ohall  be  no  Increased  cost  to  the  govtmaent  by  The  waiving  of  this  . . 

deductible.  The  contractor*1  fornat  for  tho  existing  cost  relaburtanenr . 

systso>  to  ineluds  servlet  definitions  and  coots  shell  be  attained  with  th* 
proposal  to  th*  contracting  offlcsr  and  approved  prior  to  award.  . — 


z/'Ao 


*,/  A 


C.3.S.2.  Rates  paid  by  th*  contractor  for  aervlce*  ohall  be  th*  lesser  of  th* 
CHAMPUS  prevailing  rata  (or  equivalent),  the  coomxilty  standard  rota  for 
oorvlcoa  not  nomally  a  CHAK’VT  benefit,  or  the  contractor  negotiated  ret*. 

The  contractor  oholl  furnish  a  rata  schedule  within  120  calender  days  of  -  ••• 
contract  award  and  ovary  S  aonths  thereafter,  or  within  30  calender  4ty*  .of  - 
tho  Inclusion  of  additional  provider*  In  th*  contractor's  servlet  eye  taw. 


CAf 

**-//  ho 


00  I9-C-0013  P00002 


c-ir 


/ 


l’ 

V. 


/ 

(' 


C.S.A.3.  Moment  a  l  Mth  Nadi  cal  larvleM.  Momenta  l  health  aadical 

exenple,  surgery,  radiology  or  laboratory  aarvioee)  not  rototottyft; 
IwaltMlnnaalt  rodrat  Arina  t»o  couroo  o»  o  wnital  health'  • 

I  for.'abfdt  o  asperate  charge  U 
^by  the  provider  err  o  CAMVUA  claloa  foro  for 

deteraimtion  by  the  CMMVUS  fiscal  intonaadiary  for  the  nid-Atlantic  ration. 
Momantal  health  oanricas  include  diagnostic  services  roquirod  to  rulo  out 
■ad I cal  basis  for  nantal  boolth  diagnoaaa,  except  for  that  totting  which  to 
roquirod  by  tho  contractor's  quality  assurance  scroans  for  differential 
diagnosis,  ditch  shall  bo  paid  for  by  tho  contractor,  for  Inpatient  Services, 
if  a  beneficiary  receives  core  for  a  nodical  diagnosis  and  a  nantal  health 
diagnosis,  and  tbs  aadical  diagnosis  is  pr faery  and  reiobursablo  udtr 
CHANPUS,  such  clains  shall  be  paid  by  tbs  Fiscal  Intonaadiary  for  tbs 
Mid-Atlantic  togion.  If  the  beneficiary  receives  care  for  a  aadical  diagnosis 
and  a  aental  health  diagnosis  and  tbs  nodical  diagnosis  is  either  not  tho 
prtaery  dfagnoois  or  is  not  subject  to  reiabursenant  wider  CHANPUS  Diagnostic 
Related  6rot^a(DRGs),  except  for  alcohol  abuse  related  DRGs  ditch,  once 
published  in  tho  Federal  Register,  uill  bo  paid  for  by  the  contractor  at.  tho 
lower  of  the  CRANPUS  DRG  rate  or  the  contractor's  ptblishod  foe  schedule,  (to 
Include  services  rendered  in  DRG  esonpt  facilities),  tho  Contractor  shall  bo 
responsible  for  hospital  root  and  board  charges,  based  an  the  prinary 
diagnosis.  Within  5  working  days  of  identification,  the  Contractor  shall 
forward  to  the  aadical  fiscal  intenaodlary  a  copy  of  the  elate,  along  with 
infomstion  on  any  reiobursenants  node  for  nantal  health  services;  the  fiscal 
intenaodlary  trill  adjudicate  the  ctaia  for  nanaantal  health  care  on  the  basis 
of  tho  line  (teas  appropriate  to  the  nodical  services  provided,  to  include 
those  rendered  by  hospital  based  physicians. 


v~ 


C.5.6.4.  The  contractor  shall  establish  a  eysten  for  certifying  referrals  of 
patients  idio  ant  receive  care  outside  tho  contractor's  services  systen.  This 
systen  shall  Include  a  nethod  of  identifying  elaian  such  that  the  FI  for  the 
Mid-Atlantic  region  can  readily  identify  those  clains.  Patients  idio  obtain 
care  without  proper  referral  shall  be  responsible  for  poynant.  eligible 
beneficiaries  itfto  reside  apart  fron  their  sponsor,  and  tho  sponsor  or  parent 
reside  in  the  catchnent  area,  shall  not  be  eligible  for  services  under  this 
contract  unless  the  beneficiary  resides  with  the  non-epoieJSr  parent  or  is 
attending  a  residential  school  within  the  catchnent  area.  sk-QQ  p^vijU. 

■je  /A  f  , 

C. 5.6.5.  Nothing  shall  preclude  CRAMPUS  eligible  potionts  »d*o  reside  outride  — 
the  Fort  Pragg  catchnent  area  fron  obtaining  nodical ty  and  psychologically 
necessary  treatment  fron  providers  located  within  the  Fort  Pragg  catchnent  .. 
area.  These  patients  shall  not  be  eligible  for  services  provided  under  this 
contract  except  for  noma l  CHAMFUS  benefits  as  listed  in  the  000  instruction' 

AOfO.S-R.  Services  idiich  nay  bo  offered  to  non- catchnent  ares  residents  by  . 


C\f 
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tti«  cantractar  atoll  bt  «  *  mllMi 
«(•<■  far  wn  riwt—t 
Project  furie  atoll  to  uto  to  cor 
cMltoaVototooctots  only. 


ifs  arty. 

■a  roof 


The 


kU 


os  port  efthla 

to  oilltory 


C.S.A.4.  Coordination  of  tow  f  I  to.  The  contractor  otoll  prowl  do  o  oyotoo  far 
coordlwtlon  of  tonoflto  to  awure  ttot  tto  contractor  la  kocandory  payor  far 
any  service  or  eyply  far  parkana  welled  In  any  actor  fnmranca,  andical 
carol oo,  or  health  plan(axcapt  Nodicald)to  tto  octant  ttot  tto  oorvieoor 
supply  la  alao  a  tonofit  uidar  tto  actor  plan,  jjto, surest  ar;ahal l  wg« 
ttoe  fee^  ora  collected  fraa  ocher  tonofit  plana,’  aacopel Wadi  cold, 
tto' coat  of  aarrtcaa  'tofara  preject  furis  ora  uaad.  •  Tto  aancracear  atoil 
retainer*  payaanta  received  through  coordination  of  tonoffta.  Nonthly 
Mlllna  to  tto  govarn—nt  trill  to  roducad  by  tto  oaoictt  raealvad  f 
coordination  of  benefits.  sh^jl l 

C.S.d.a.1.  Exclusions.  Coordlwtlon  of  bowflta  atoll  not  to  occoapl iatod  In 
contortion  with  Nodlcaid.  covorato  daaignod  to  aupploawtt  CMMtPliS  banofita, 
antitlonont  to  racatva  coro  froa  RTFs,  anti 1 1 writ  to  raealwa  cara  fraa  •  - 
Votaraw  Adalniatration  Nodical  Cora  foci  lit  laa,  or  cartoln  f  odor  a  l  govemaant 
progrow,  oa  proacribad  by  tto  Director,  OCRANPUS,  tdilch  ora  daaipnod  to 
prowl  do  banofita  to  a  distinct  bonoficiory  population  and  for  which 
ontltlwoont  does  not  derive  froa  either  praaiue  payaont  or  nonet ory 
contribution. 

C.5.4.A.2.  CKAMPUS  and  Nodlcoro.  In  situations  inwoltrinp  dapondonta  of..’ 
active  duty  aarvlco  noafaoro  eltplble  far  Nodlcoro,  Nodicara  la  always  prlaary 
payor.  Rotlraaa,  dapondonta  of  rati  roes  and  survivors  ant  It  lad  to  Nodicara, 
Part  A.  ora  Iwlipible  for  CRANPUS. 


ioofc  cfc-A 

O  .  .  1  /vt/i. ( C'i  I  '-1'- 

IV 


-v/l  A® 
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C.3.4.6.3.  SiArogatlon.  Thors  will  bo  no  subropotlan  rights  accruing  to  - 
cither  tto  Contractor  or  to  tto  Cuoamaant.  Sirirogatlon  requires  that  a  party  • 
la  authorized  or  required  by  low  to  furnish  or  pay  for  aadlcal  trap  Want  for  a 
parson  who  la  injured  wrier  cirnwtancss  Croat  I  np  a  tort  liability  In  aono 
third  parson  to  pay  danapos  for  ttot  core,  tto  authorised  party  has  tto  rlpht 

to  recover  free  tto  third  person  tto  reasonable  value  of  that  cara  and . 

treataant  furnished  or  to  be  furnished.  Sea  CNANPUS  regulation,  DGD  6010.8.*, 
Chapter  12,  Paragraph  E.l.  Since  this  right  does  accrue  to  tto  United  States 
Govemaont  the  United  States  Govemnant  renounces  this  right  in  contracting 
for  tto  aantal  health  services  delivered  under  this  contract  to  tto 
Contractor,  who  Is  not  an  agont  of  tto  Govemaant.  Tto  contractor,  lacking 
agency,  cannot  therefore  exercise  tto  right  of  tto  United  States  Govemaant. 


C.S.6.7.  The  contractor  atoll  establish  a  eystea  to  verify  eligibility  of 
potlents  under  tto  Defense  eligibility  Enrol laant  Systaa  (DEERS).  Ro  payant 
atoll  to  aada  to  any  provider  unless  tto  patient  la  eligible  to  receive 
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mmn  bmf(t>.  Until  ouch  tine  m  an  interface  <•  astabilahed  by  0m  OKDH  j 

prog f  office,  Dm  contractor  Ml  nrlfy  that  each  patient  ewr  10  years  -nD^ 

MImi  valid  00  Para  1173,  Privilege  Card,  and  that  the  oponoar  or  parent  ‘ 

of  patients  isfeer  10  yaars  old  kma  o  valid  ailftory  Identification  card  or  00  \/0-' 

Para  1173,  Privllopt  Card.  The  contractor  dull  verify  threat  OStl  by 
coordination  with  U.S.  Ilcaaclr  Aray  OoopitoU  Port  Orapo,  tbo  aliflbitity  of 
patient*  prior  to  services  being  provided,  (rhe  povanaant  obeli  not  bo 
roe  pone  i  bio  for.  poyoant  of  services  for  non-OMMPUS  eligible  patiant«v\  xA*fi? 

u.  f-y*  j 

C.5.7.  dPPCAl*  AMD  SRIEVANCES. 


V  ; 

\^lf 


CAj  fpvoi' 
“th  ho 


C.3.7.1.  Choptar  10  Coapl  ionce.  The  contractor  aha 1 1  caq>iy  with  the 
require— nts  for  appeals  mder  Ch  10  of  the  CNAMPUS  Regulation  DOD  0010.8*0(32 
CPR  199,10).  The  contractor  shall  provide  to  the  contract inp  officer  a  plan 
for  iaploeanting  appeal s/grisvaneo  procedures.  . 


' C.5.7. 2.  The  contractor  shall  develop  and  aubeit  to  the  contracting  officer 

I  procedures  to  be  used  for  appeal  a  and  prlavsnceo  by  patients  using  or  referred 
to  the  contractor's  oorylcs  systaa.  This  procedure  shall  bo  rn—nicatod  to 
prospect iw  patients  end  bo  included  in  the  contractor's  — rfcetlng  plan.  The 
procedure  shall  define  appealable  issues  as  thooe  arising  free  on  adverse 
Initial  doteroinatlon  by  the  contractor  for  benefits  provided  infer  this  -  ••• 
contract.  Appealable  issues  shall  not  include  a  challenge  of  the  propriety, 
equity  or  lagslity  of  any  provision  of  lau  or  regulation,  and  the  following: 

*  1.  Oonlol  of  Issuance  of  a  nonavailability  state— nt;  2.  denial  of 
proauthorf cations  to  obtain  core;  and  3.  denial  of  authorization  to  soak 
cars  outside  the  catch— nt  area.  The  procedure  shall  Inauro  that  there  is  an 
initial  notification  node  to  the  patient  and  that  the  patient's  appeal  rights 
and  procedure*  ere  defined  in  this  notification.  The  patient  shall  have  at 
(oast  90  days  to  request  In  writing,  roeonsi deration  of  the  Initial 
deteruination.  The  contractor  ohall  have  no  nore  than  A0  days  In  idiich  to 
finalize  a  reconsideration  and  infora  the  pat  1  ant  of  the  decision  In  writing. 
The  contractor  shall  have  final  action  on  disputes  net  exceeding  amts  of 
*50.  Disputes  of  aaounts  aver  *50  shall  bo  further  appealed  to  MACS. :  final 1 
action  shall  be  eode  on  oouuits  in  dispute  of  over  *50  and  laas  than  *300. 
Appeals  beyond  this  level  shall  be  through  00,  US  Aray  Health  Services 
Co— and.  Guidance  regarding  the  develop—  nt  of  on  appeals  systaa  say  be 
obtained  froa  000  Instruction  6010.8*1. 

C.5.7.3.  Grievances  are  Its—  fetich  cannot  be  appealed.  The  contractor  shall 
develop  a  procedure  such  that  grievances  be  addressed  and  salved  by  the 
contractor.  Should  the  patient  not  be  satisfied  with  the  action  taken  by  the 
contractor,  they  — y  further  addressed  <n  writing  to  the  project  advisory 
ca— ittea  for  final  resolution. 


b'sfif 

JT>nfr  ,  h 
A't) 


C.5.7. 4.  Procedures,  policy  end  i— l 


at  ion  for  fepesle  and  grievances 
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1  W  to.  • 


uct  ou.ey  ib:U2  No. 003  P.05 


Shell  be  eufaaitted  to  the  contracting  officer  not  totor  than  1M  calendar  f5 
dey*  efter  contract  award. 

C.S.7.5.  Malnlst  native  appeal*.  The  nature  ef  a  caaa  aanogeaont  eye  tea 
neceasltataa  that  the  aantal  health  c are  MU  generally  be  reviewed  either 
prospectively  er  concurrently  and  preeutherfaed  or  preauthor  tut  ten  denied. 

In  caeeo  ef  denial.  It  ehall  be  neeecaary  for  the  contractor  te  have  an 
administrative  eyttea  te  review  ouch  denial*.  An  administrative  appeal  pyttea  ‘ 
for  ouch  danlate  la  awndetory  inter  the  contract.  The  com  rector  ehall  have 
cufflctent  appeal  aochanfaac  far  praautharltatlan  dKfalana  to  entire  that  -the-  • 
Cnammjp  benefit  le  net  abrogated.  Under  Ch  10  for  there  te  be  an  appealable 
leave  there  *ist  be  a  disputed  question  af  fact  which.  If  reeotvod  In  favor  of 
the  appealing  party,  would  recult  In  the  authorisation  af  Ctwwus  benefit*. 

C. 5.7.5. 1.  If  preeuthorlutlen  le  denied  by  the  contractor  and  the 
beneficiary  dee*  not  obtain  c* re,  (t  would  not  roault  In  the  authorisation  af 
benefit*  because  the  nodical  necessity  far  cant*!  health  Mrs  would  depend  on  ' 
the  patient's  current  aadlcel  needs  and  net  the  patient'*  pest  condition, 

C. 5.7.6.  The  contractor's  appeal  eytton  shall  distinguish  between  aandstory  ..  .  - 
Ch  10  eppeele  and  edsinistrativa  appeete  required  vWter  subsections  C.5.7.1. 
and  C.S.7.2.  above.  The  appeal  ayetea  shall  distinguish  between  the  rules 
applicable  te  c entrees ed  (or  eapleytes  af  the  contractor)  and  nencantroctod 
provider*  where  euch  distinction  (a  applicable. 

C. 5.7.7.  far  this  section  the  contractor  shell  act  as  a  OMN7US  ft.  The . 

Contracting  Officer  will  perfora  the  function*  far  a  lave!  af  appeal  beyond 
the  contractor.  If  the  Contracting  Officer  revere**  the  decision  to  dany 
payment  wed*  by  the  contractor,  the  contractor  oh* 1 1  then  pay  far  cere 
received  by  the  beneficiary.  In  the  case  where  a  provider  fa  appealing  the 

contractor  ptyaent  decision,  the  Contracting  Officer's  reversal  of  the . . 

contractor's  decision  shall  mutt  In  the  contractor  caaplylng  with  the  appeal 
request. 


C.5.8.  TKANSITIONS. 

C.S.B.i.  the  contractor  eholl  oiinlt  to  the  Contracting  officer  a  detailed 
plan  for  the  operation  of  the  wantgtd  cart  function  with  the  proposal. 

C.5.8.2.  The  plan  for  hiring  and  training  af  staff  for  the  aanagtd  ear*  I 

function  shall  be  eubeltted  no  later  then  ninty  (90)  calender  day*  after  | 

contract  award.  smIa.,'1'  *>**.  4»  n(/U  OfJ  PoJcs' 

f*''  *{('**£  .  a/i/Io 

C.S.8.3.  The  prevlder/beneflclery  ceswunlty  ehall  to  advised  of  the 
procedures  for  accessing  the  aeneged  cere  function  beginning  no  later  then 
sixty  (60)  calender  days  prior  to  the  stsrt*worfc  date. 
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C. 5.1.4.  The  untractor  shell  eUbntt  ta  tM  Contracting  off  I  car  i  4raft  •  -  • 
•eneficlary  and  Provider  Kentoofc  which  data! it  theee  activities  of  Intaraat 
ta  the  banal Ulery  and  provider  taatnlty  no  latar  than  ISO  catandar  day*  * 
dftar  contract  award. 

C.5.8.5.  do  latar  than  100  calendar  day*  altar  contract  award  ,  tho  . 

contractor  shall  establish  aathoda  for  handling  transitional  casts,  I  .a., 
those  patients  for  whoa  active  sera  Is  In  proems  sn  the  start -wort  data.  If 
tho  care  provided  to  transitional  cease  would  be  within  the  ocepe  of  aarvfeae-  •• 
covered  by  thli  contract  If  Inttlotod  after  tho  otort-wort  dote,  the 
contractor  shall  bo  liable  for  that  portion  of  oars  delivered  on  end  after'  the 
otert*vork  dote  for  such  cooes.  The  contractor  chat l  determine  haw  many  of 
the  slaty  (49}  Inpatient  days  have  already  bean  used  by  a  beneficiary' prior  ta  ’ 
payment  of  any  Inpatient  care.  The  contractor  shall  provide  a  written  tummfy 
af  transition  activities  not  later  than  40  calendar  days  after  coaptation  of  . 
tho  Mobilisation  photo.  f 

<*>«4vJi*m  yj^iovi 

C. 1.1.4.  The  transition  plan  submitted  by  the  contractor  with  the  propcaal  .. 

ahall  aloe  oddness  the  procedures  that  the  contractor  will  fellow  ipon  the . 

coaptation  of  this  contract,  Thaos  procedures  wilt  be  directed  at  wlnlatslnp 
any  adverse  lapoct  whleh  aoy  bo  oaporloncod  by  patients  utlllilnf  tho  * 

*  services 'offered  under  this  contract. 

C.S.N.7,  No  decisions  to  toroilnoto  poyMont  (bocouao  of  Inapprcprlateness  or  ...  . 
non -necessity)  for  core  Initiated  prior  to  tho  Implementation  data  for 
doll  very  of  comprehensive  Mental  health  oorvlcoa  shell  bo  node  by  the 
contractor  without  a  patient  (or  responsible  party)  Interview.  Noth  the.  .. 

patient  end  attending  provider  ahall  ho  notified  of  the  purpose  of  the . 

Interview  at  the  tine  the  Interview  la  requested,  and  shall  be  notified  af  the 
decision  within  on#  <t)  working  day  of  tho  Interview. 

C.5.N.9.  Only  OCHAMPUI  nay  woke  retroactive  denials  af  paynent  far  care 
Initiated  prior  to  the  Implementation  data  for  dal  Ivory  of  co^rchonslvt 
nontol  health  oorvlcoa.  If  It  It  tha  splnlen  of  tho  contractor  that  care  nay 
bo  nodical  l'y  or  poyehotoglcolly  unnaceosery,  tha  contractor  shot  I  racoanend  to  ••• 
OCNAMPUt  that  paynent  be  denied,  and  sand  ait  supporting  evidence  necessary  to 
arrive  at  a  decision.  At  tha  tin*  ef  Its  roc  emendation,  tha  contractor  shall  - 
notify  tho  beneficiary  or  responsible  family  moabor  and  tho  Inotltutlonoi 
and/or  Individual  provider  Involved. 

C.S.1.9.  The  contractor  ahall  provide  proposed  contract  provider  agreanent  •  •  • 

foraa  ta  tha  contracting  officer  within  120  days  after  award  of  tha  contract. 

* 

C.S.9.  NAUCTIMO  PUN 


10-89  C-0013  P00002 


C-22 


/ 

/ 


/ 


vfjt-. 


-*  ^«4 


V-'  •  ■*  »-•-*#*? 


C.S.t.1.  The  ontncttr  Ml  Ml#  a  *ti(M 
tkfa  plan  M  the  Contracting  Off  fear  (aaa  attdi  4)  far 
shall  include  at  laaat  Infer— t  Ian  savoring  the  following: 


fno  plm 


Tka  ptan 


>t  —plotor 


C.5. 9.1.1.  A  draft  of  the  required 


C.9.9.1.2.  A  schedule  far  comity  westings  ta  bo  conduct od  by  tba 
contractor.  These  aaotlnpo  oball  bo  aado  to  baneficiarioe  and  providers 
within  tho  catchaont  area.  They  ohatl  bo  ochodutad  with  aufflciant  frequency 
and  availability  to  inaura  that  the  aaisrity  of  beneficiaries  are  afforded  the 
opportuilty  ta  attend. 


C. 5. 9.1.3.  A  ochedute  of  aaotlnpo  with  ailltary  ca— rid  and  arflltary 
treat— nt  facilities  yiich  ohatl  bo  conducted  by  the  contractor  asplalninp 
this  contract  and  tho  purpoaa  of  tho  dwemitratlon  and  Its  offset  on  tho 
and  their  foal  lies. 


C.5.9.1.4.  Persons  currently  In  tree  font  who  will  bo  affaeted  by  this 
contract  shall  bo  provided  Intonation  ropardinp  the  transition  of  their 
to  tho  contractor's  syetea. 


ition  detailinp  tho  cost  ta  the  patient,  ctai— 
t  shares  and  tho  affect  of  tho  contractor's  systoa  on 


C.5.9.1.5.  Infi 
deduct  I  bios  and  c« 
auNPUS  benefits. 


C.5.10.  The  contractor  shall  aeet  with  the  currant  CMAMPUi  FI  for  the 
aid-Atlantic  ropion  to  discuss  nodlficationa  of  as  1st  I  np  FI  contracts.  Those 
saotlnps  shall  bo  scheduled  by  tho  Contractlnp  Officer  prior  to  tho  beginning 
dots  of  services.  Tho  cost  to  aodify  aslstlnp  FI  contracts  shall  not  bo  paid 
by  the  contractor. 

C.5.11.  Deliverables  (See  Attar  hewn  n  4  and  S  hereto!. 

C.A.  APFUCASIE  RfOULATIOMS  AM)  MANUALS. 


C.6.1.  Oocussnts  applicable  to  this  SOU  are  listed  bolow.  Tho 
been  coded  os  advisory  or  aandstory.  Tho  contractor  Is  only  oblipstod  to 
follow  those  coded  as  aandstory  end  only  docussnts  referenced  heroin. 
Supploasnts  and  aaandaonts  to  those  aandstory  pAlicstions  say  bs  issued  ■  - 

durinp  the  life  of  tho  contract.  If  any  pcbl  I  cat  ion  chanpe  which  boco— s 
affective  durinp  tho  contract  period  causes  a  chanpe  in  per  foe  cones  within  the 
aeaninp  of  the  "Changes"  clausa.  It  will  not  bo  I— loaantod  inti l  tho 
contracting  officer  issues  a  change  order  or  aadificatian  to  tho  contract. 

C.6.1. 1.  Mandatory: 
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m  40*2,  3  mr  n  • 
iMiriitntf*,  aa 


Sap  40*5,  9m  87  *  Muittary  Nt<M 


Facilities 


M  SIS' 10,  tab  TV,  Aray  Safety  tara  and  MC  Mpl— nt  1.  Jut  04  ta  AR 


M  SIS *40,  1  Sap  80  •  Accident  Raportlno  and 
dated  7  Put  SI 


with  RSC  Sippt 


Occupational  Safety  and  Health  Petal  ni  strati  an  Reputation 


«oo 


000  Inotruction  6010. 8-C,  Civilian  Health  and  Nodical  Profraa  of  tba  Unifamd 
Services,  Nar  86 

CufTtvo  eu£»Ti«r>v  af 

—ta Consol  Ida  tad  standards  Manual,  taint  Canal  as  ion  an  Accreditation  of  Hoolthcore 
—  Organizations,  Vb 

,  C.4.1.2.  Adviaory: 


A0  40*66,  1  Apr  87  •  Medical  Record  and  Quality 


M  310- IS,  15  Oct  S3  •  Dictionary  of  Uni  tod  States  Aray  Taras 


NSC  tan  310,  1  Jun  84  •  Index  of  MSC 


Adainistrativs  FU>l {cations 


C.4.2.  Unless  noted  otharaisa,  all  required  Any  and  000  Resulationa, 
Directives  and  Foma  as  referenced  in  this  SOU  shall  be  aada  available  by  the 
COS  uhen  requested  fay  the  contractor. 
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Surveillance  Plan 
Contract  DADA10-0O-C-00 13 
Fort  Bragg  Mental  Health  Demonstration  Project 
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APPENDIX  D 

SURVEILLANCE  PLAN 


1 .  INTRODUCTION 


1.1  Purpose.  Those  Quality  Assurance  Surveillance  procedures  have  been 
developed  to  aid  the  Contracting  Officer's  Represenative  (COR)  in 
providing  effective  and  systematic  surveillance  of  all  aspects  of  the 
contract . 

2.  RESPONSIBILITIES. 

2.1  The  U.S.  Army  Health  Services  Command  (HSC)  is  responsible  for 
ensuring  that  the  mental  health  care  services  provided  are  satisfactory  in 
accordance  with  the  quality  assurance  specif ications  set  forth  in  the 
contract. 

2.2  The  Contracting  Officer  (KO) .  Central  Contracting  Office  (CCO) .  U.S. 
Army  Health  Services  Command  is  responsible  for  negotiating  changes  in 
terms,  conditions  or  amounts  cited  in  this  contract. 

2.3  The  COR  is  responsible  for  assuring  contractor  performance  through 
audit,  documentation  and  liaison  with  the  XO. 


3.  INSPECTION  PROCEDURES. 

3.1.  Records,  reviews  should  occur  at  least  quarterly  for  the  duration  of 
the  project,  and  should  contain  a  mix  of  cases,  especially  those  requiring 
complex  and/or  extensive  treatment  (inpatient,  residential,  multiple  types 
of  treatment  etc).  Initially,  review  should  probably  occur  monthly  with 
an  Army  Child  &  Adolescent  Psychiatrist  present  for  clarification.  Once 
the  procedure  is  refined  a  clinician  need  not  be  present,  but  can  review 
problem  records  after  initial  monitoring. 


4.  DOCUMENTATION. 

-General.  Each  inspection  made  by  the  COR  must  be  documented  and 
filed  for  future  reference,  audit  and  proof  of  inspection.  Copies  of 
documentation  concerning  shortfalls  from  expected  performance  levels 
should  be  forwarded  to  the  KO  within  5  workdays  after  the  inpection  has 
been  completed.  Special  emphasis  should  be  placed  on  any  clearly 
unsatisfactory  performance.  A  copy  of  the  inspection  will  also  be 
fowarded  to  HSC.  2 
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1.  Standard.  Tha  COB  will  verify  that  aarvicas  ara  only  being  randarad 
to  thoaa  banaf iclariaa  residing  within  a  40  mlla  radlua  of  Port  Bragg 
eallad  tha  catchment  araa  ldantifiad  by  zip  coaa. 

Inapaction  procaduraa.  COR  will  pull  randomly  aalactad  caaa  racorda 
and  chack  zip  codaa. 

Fraquancy  of  Inapaction:  Quartarly 

Rafaranca:  C.1.1 


2.  Standard.  COR  will  anaura  that  faailiaa  can  participate  in  treatment 
and  that  unnacaaaary  aaparationa  ara  minimal  to  nonaxiatant. 

Inapaction  procaduraa.  COR  will  ravlaw  caaa  record  to  find  out  if 
familiy  therapy  la  occuring  and  how  frequently.  COR  will  review  caaa 
record  to  chack  number  of  client  no-ahowa  and  raaponaa. 

Fraquancy  of  Inapaction:  Quartarly 

Rafaranca:  C. 1.2.1 


3.  COR  will  anaura  there  la  aufflciant  ataff  to  properly  perform 
requirementa  of  tha  contract. 

Inapaction  Procaduraa.  Review  of  ataff 

Fraquancy  of  Inapaction:  Monthly  at  POC  Meeting 

Rafaranca:  C.1.3 


4.  Standard.  COR  will  review  hiring  practices  of  Cardinal  Mental  Health 
and  ensure  that  only  licensed,  credential led  providers  are  allowed  to 
provide  mental  health  services  to  clients. 

Inspection  Procedures.  COR  will  randomly  review  credentials  files, 
check  diploma  copies,  indication  of  verification  with  school,  must 
meet  criteria  for  type  of  provider. 

Frequency  of  Inspection:  Quarterly 

Rafaranca:  C. 1.3.1  -  C.1.3. 14 


5.  Standard.  COR  will  ensure  that  supervision  is  provided  and  documented 
for  employees  required  to  function  weekly  under  supervision  by  senior 
level  clinicians.  Examples  are  substance  abuse  counselors  must  function 
weekly  under  supervision  of  senior  level  clinicians.  Other  individual 
Professional  Providers  ie.,  mental  health  counselors,  foster  care  parents, 
and  members  of  the  contractor's  alternative  living  treatment  team  must  be 
under  physician  supervision. 


Inspection  Procedures.  COB  will  verify  that  supervision  is  taking 
place  by  reviewing  employment  records  and  physician  visits  to  the  group 
homes . 

Frequency  of  Inspection:  Quarterly 
Reference:  C. 1.3.0  -  C. 1.3. 10  and  C.5.3.1 


0.  COR  will  ensure  that  non-urgent  and  diagnostic  services  begin  within  a 
one  week  period  following  request  or  referral. 

Inspection  Procedures.  Review  of  client  file  for  date  of  contact  and 
first  visit. 

Frequency:  Quarterly 

Reference:  C. 1.4.4 


7.  Standard.  COR  will  ensure  that  the  diagnostic  study  shall  begin 
within  the  week  of  referral  and  shall  be  comoleted  and  reviewed  by  the 
Treatment  Team  in  two  weeks,  or  less,  and  that  the  full  treatment  plan- 
will  be  completed  within  72  hours  of  initial  contact,  unless  a  more 
complex  plan  is  needed. 

Inspection  Procedures .  COR  will  review  a  sample  of  patient  charts  to 
see  if  the  process  from  referral  to  full  implementation  is  being 
completed.  (Check  dates) 

Frequency:  Quarterly 

Reference:  C. 1.4.4 


7.  Standard.  COR  will  ensure  emergency  services  are  available  on  a 
24-hour  basis  and  that  the  service  provides  crisis  counseling  and 
direction  to  the  nearest  emergency  site.  COR  will  also  ensue  that  the 
chi ld/adolescent  can  be  stabilized,  and  that  diagnositc  services  shall 
begin  within  24  hours. 

Inspection  Procedures.  COR  will  verify  availability  of  e  »s  and 
review  records  of  children  who  have  received  emergency/urgent  cervices. 

Frequency:  Quarterly 

Reference:  C. 1.4.5 


8.  Standard.  COR  will  ensure  treatment  team  meets  contract  criteria. 
Inspection  Procedures.  The  COR  will  review  records  to  ensure  the 
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treatment  team  constated  of  a  child  psychiatr ist ,  a  doctoral  level 
practicing  child  psychologist ,  and  the  supervisors  of  service  components, 
who  are  fully  qualified  mental  health  professionals.  COB  will  ensure  that 
the  MD  or  psychologist  has  signed  the  patient's  record. 

Frequency:  Quarterly 

Reference:  C. 1.4.7 


0.  Standard.  COB  will  ensure  that  the  case  manager  receives  input  from 
others  significant  to  the  individual  client,  such  as  his/her  teacher, 
court  counselor. 

Inspection  Procedures.  COR  will  review  charts  for  this  information 
and  discuss  process  with  case  managers. 

Frequency:  Quarterly 

Reference:  C. 1.4.7 


10.  Standard.  COR  will  ensure  the  Axis  III  diagnosis  is  completed  by  the 
physician . 

Inspection  Procedures.  COR  will  review  patient  chart  to  see  if  Axis 
III  diagnosis  check  has  occurred.  Also  a  status  as  to  whether  a  physical' 
exam  is  needed  or  additional  procedures  are  needed. 

Frequency:  Quarterly 

Reference:  C. 1.4. 10 


11.  Standard.  COR  will  ensure  that  the  contractor  has  a  program  to 
account  for  property  and  that  the  property  is  being  maintained  and 
inventoried  on  an  annual  basis. 

Inspection  Procedures.  COR  will  review  property  list  to  ensure  all 
property  is  accounted  for. 

Frequency:  Quarterly 


12.  Standard.  COR  will  ensure  that  the  cases  of  individuals  involved  in 
residential  placement  are  reviewed  every  14  days  by  the  case  manager  and 
every  month  by  the  Treatment  Team. 


Inspection  Procedures.  Chert  review  of  those  individuals  in 
residential  placement. 

Frequency:  Quarterly 

Reference:  C.5.1.14 


13.  Standard.  COR  will  review  utilization  of  leased  vehicles. 

Inspection  Procedures.  Review  mileage  logs/trip  reports. 

Frequency:  Quarterly  (Should  b&  briefed  at  POC  Meeting  per  contract.) 

ijl**'*"*1 

14.  Standard.  COR  will  ensure  that  each  case  manager  be  responsible  for 
no  more  than  20  patients. 

Inspection  Procedures.  COR  will  verify  number  of  case  managers  and 
divide  by  the  number  of  clients  presently  enrolled  to  ensure  contract  is 
being  followed. 

Frequency:  Monthly  at  POC  Meeting 

Reference:  C.5.3.1 


15.  Standard.  COR  will  ensure  case  managers  provide  information  to  the 
Treatment  team  at  least  every  30  days  while  the  patient  is  under 
treatment . 

Inspection  Procedures.  Chart  review  -  Team  review  noted 
Frequency:  Quarterly 

Reference:  C.5.3.2 


16.  Standard.  COR  will  ensure  that  the  treatment  team  plan  does  the 
following:  Reflects  the  patient’s  clinical  needs  and  conditions. 

Specifies  the  services  necessary  to  meet  the  patients  needs.  Includes 
referrals  for  services  that  are  not  provided  directly  by  the  organization. 
Contains  specific  goals  which  the  patient  must  achieve  to  attain,  maintain 
and/or  reestablish  emotional  and/or  physical  health,  Shall  contain 
specific  objectives  that  relateto  the  'goals,  stated  in  measurable  terms 
and  include  expected  achievement  dates.  Shall  describe  the  services. 
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activities  and  programs  plannad  for  tha  patient  and  specifies  the  staff 
member  assigned  to  work  with  the  patient.  Shall  describe  the  services, 
activities  and  programs  planned  for  the  patient  and  specifies  the  staff 
member  assigned  to  work  with  the  patient,  Shall  specify  the  frequency  of 
treatment  procedures.  Shall  delineate  the  specific  criteria  to  be  met  for 
the  termination  of  treatment,  Shall  Include  specific  plans  for  the 
involvement  of  the  family  or  significant  others  in  the  patient's 
treatment . 

Inspection  Procedures.  Review  progress  notes 
Frequency:  Quarterly 

Reference:  C.5.4  (all) 


17.  Standard.  COR  will  ensure  progress  notes  be  made  for  each  patient 
which  document  the  implementation  of  the  treatment  plan,  actual  treatment 
provided  to  the  patient,  chronological  documentation  of  the  patient's 
clinical  course,  and  changes  in  each  of  the  patient's  conditions. 

Inspection  Procedures.  COR  will  ensure  that  a  discharge  summary  is 
entered  into  the  patient's  record  within  15  days  after  discharge  or 
release  from  care. 

Frequency:  Quarterly 

Reference:  C.5.4. 5 


18.  Standard.  COR  will  be  responsible  for  the  review  of  the  contractors 
QA  Plan  and  QA  Program. 

Inspection  Procedures.  COR  will  review  written  documentation  of 
contractor's  QA  Plan  and  check  for  10  pt  QA  Plan  as  per  JCAHO  model. 
Review  QA  Minutes. 

Frequency:  Monthly  at  POC  Meeting 

Reference:  C. 5. 5. 1.4 


19.  Standard.  COR  will  ensure  that  the  contractor  is  secondary  payor  for 
any  service  or  supply  for  persons  enrolled  in  any  other  insurance,  medical 
service,  or  health  plan  except  Medicaid  to  the  extent  that  the  service  is 
also  a  benefit  under  the  other  plan. 

Inspection  Procedures.  COR  will  review  claims  to  ensure  claims  are 
first  billed  to  other  health  insurance  companies  first. 


\ 
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iquency;  Quarterly 
Reference:  C.5.0.3 

20.  Standard.  COR  will  ensure  DEERS  eligibility  is  being  verified. 

Inspection  Procedures.  COR  will  check  to  make  sure  this  is  taking 
place  and  that  those  who  are  not  eligible  do  not  receive  care. 

Inspection  Frequency:  Quarterly 

Reference:  C. 5.6.7 

21.  Standard  COR  will  ensure  appeals  and  grievances  are  being  handled 
and  that  they  are  brought  to  the  attention  of  the  Project  Oversight 
Committee . 

Inspection  Procedures.  Review  of  appeals  and  grievances. 
Frequency:  Quarterly 

Reference:  C.5.7.2 
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APPENDIX  E 


SURVEILLANCE  CHECKLISTS 


RECORD  NUMBER _  DATE 


PROGRESS  NOTES  SIGNED  &  STAMPED  U1ITH  INFO. 


SURVEILLANCE  CHECKLIST 
PDC  REVIEW 


SURVEILLANCE  CHECKLIST 
CLINICAL  RECORD  REVIEW 
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cuncjd. 


Tvn  _ 

1.  Fk It  putictfiU*  4mmM;  H^ritloei  of  chtU  (ni  (ally  w*  ^ynyiliu. 


U.l  Italy  UlUAta  al  ■»!«»■  tl  SB  stadias  sad  h  |ta. 


[S. J  Italy  ta  iKmUw  inataat  Ma  nrta  al  a<lftaUa  mt  (naaat  yla. 


3. a  Ob  tad  taWdaUal  fet  yin  an  qynyrliu  tad  •(  acceptable  yatllty. 


Id.  tatyny/Bfl  «mm  an  ywatly  UtaUUtd  ad  imd  ad  laiarilliBi  an  eppraprlst*. 


7.  Ob  yi«ta«li  an  aaad  tad  tflntta  for  Ox  tad  dnloyaot  t(  ta  fin. 


M.  Assigned  Inal  at  un  anU  etlUtU  tad  la  appropriate  ta  cllaat'a  aaada. 


9.  Client  recalved  lhoreu|k  aaaaaaaaat  by  aanlor  Inal  clinic  itaa,  talcfe  aaa  mi  aaad  by  lx  plan. 


11.  Prospective  clients  screened  and  aaaaaaad  la  accord  a/lataka  screening  precaaa  prior  to  adoration. 


ill.  Oeciaion  ra|irdla|  aaad  far  physical  as an  aada  prior  ta  sa^letlaa  ad  laylanant  at  ion  at  lx  plan. 


1*.  Informatics  rayardlii  progress  la  autpat l ant  y~ only  reviewed  by  ts  ton  34  days  aftar  cnplatloa 
af  ts  pin.  aad  ovary  U  via lta  or  ovary  i  no a .  (vhichnsr  ta  sooner)  thereafter .  Progress  Id 
outpatient  Is  pin  rnlaaad  nary  thres  aootha. 


19.  tm  plan  bn  ad  B*  ndlaal  status  and  a  Hal  cal  aaada  aad  rparlOca  aasdod  sorvlcaa  ■— 

^pt  iprlBi  ntanUi  sntalsa  goal a  n  la  tad  ta  notlosal  tad  pbyalcal  baaltb  and  nsasurabla 
Ajacttas  ralatad  ts  pssls  a/aspscto d  datsa  dor  attalnaot;  sorvlcaa.  actlvltlas,  and  pragma 
pi  sand  Oar  ill  tat;  tnpaocy  af  Is  procaduraa,  (pacific  criteria  far  termination;  and  plan  for 
lnvolvamant  af  family/ sl^lf  lent  ether* . 


Id.  Progxaoa  a  at  as  da  fit  taplamaotatloD  af  Kr  plan,  clinical  course.  patiant'a  rasponaa  to 
|  treatment,  af  slpsillstat  atbsrs  to  iaporttat  svaata. 


17.  Olacbaxsa  aaaary  adtkta  19  days;  inaladaa  caplets  part  leant  lafaimattan  ragardlng  Os  finding*  tad 
progress  la  h  tamard  add  nanant  af  goals,  Include*  appropriate  aftar  car  a  plan. 


II.  fbyalclta'a  alpdarw  typad/ateapad  a/aana,  dsgrai.  OCA  llcaoaa  —bar. 


lavirvad  by: 


Data: 


Chart  # 


Type  af  tarries :  Oatpt  Casa  Mps’t  tmarg  la-boma  Day  Is  Op  Iona  K*i  b 

(circle) 


APPROPRIATENESS  OP  DIAGNOSIS/TREATMENT 


I.  DIAGNOSIS:  Review  of  the  diagnostic  process  indicates  the 
following: 

yes  no  NA* 

A.  Diagnosis  is  consistent  with  history.  _  _  _ 

B.  Diagnosis  is  consistent  with  symptoms.  _  _  _ 

C.  Diagnosis  is  consistent  with  findings.  _  _  _ 

D  Alternative  diagnosis  to  be  considered:  _ 

E.  Secondary  diagnosis  to  be  considered:  _ 

II.  TREATMENT:  Review  of  the  Treatment  (Rx)  Plan  indicates  the 
following: 

A.  Services  are  consistent  with  diagnosis.  _  _  _ 

B.  Services  are  consistent  with  severity.  _  _  _ 

C.  Services  are  consistent  with  family's 

needs/ family's  capacity  to  support  Rx.  _  _  _ 

D.  Length  of  treatment  is  appropriate.  _  _  _ 

E.  Intensity  of  treatment  is  appropriate.  _  _  _ 

F.  Alternative  Rx  Plan  to  be  considered:  _ 

G.  Need  for  treatment  supported  by  data.  _  _  _ 

*  NA:  Not  sufficient  information  available  to  determine. 
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ADMINISTRATIVE  RECORD  REVIEW 


j  ITEM 

_  _ _ 

— 

YES 

- 1 - 1 

no|n/a| 

1  1 

— 

2.d. 

Provider  ia  appropr iat . . ,  licensed  and  credent i at ed  to  provide  awntal  health  aervicea. 

(Reference:  Contract  paras.  C.1.3.  *  C. 1.3. 10.) 

f  1 

1  1 

1  1 

1  1 

2.0. 

Provider’s  ct i..,cal  privileges  has  not  been  limited,  suspended,  or  revoked  within  five  years. 

(Reference:  Contract  para.  M.15.) 

r  1  1 

1  1 

1  1 

1  1 

13. 

Tx  teas:  coaposi tion  Beets  contract  requircsKnts. 

(Reference:  Contract  para.  C.1.4.7.) 

1  1 

1  1 

1  1 

1  1 

M. 

Client  is  CHAMPUS  eligible  inter  the  age  of  18,  residaa  in  the  Fort  Bragg  catchaant  area,  and  has  a 
covered  0SM-1II-R  diagnoeis.  (Reference:  Contract  para.  C.1.2.) 

t  1 

1  1 

1  1 

_ 4 _ I 

19. 

D peasant ad  evidence  shows  that  client  eligibility  has  been  verified  using  the  DEERS  systae. 

(Reference:  Contract  para.  C.5.6.7.) 

— 1  1 

1  1 

1  1 

1  1 

20. 

Only  authorized  Mental  health  services  outlined  in  para.  C.5.  of  the  contract  have  been  provided,  and 
■ant at  health  services  excluded  in  para.  C.S.2.  have  not  been  provided. 

(Reference:  Contract  paras.  C.5.  -  C.5.2.) 

1  1 

1  1 

1  1 

I  I 

23. 

i _ 

If  client  resides  outside  the  catchaant  area,  the  client  was  seen  on  an  ssurgtncy  or  space  available 
basis,  was  provided  only  nonaal  CHAMPUS  aantal  health  services,  and  the  CHAWUS  fiscal  intensadiary  for 
the  aid-Atlantic  region  was  properly  invoiced  for  the  coat  of  any  services  provided. 

(Reference:  Contract  para.  C.5.6.5.) 

I  1 

1  1 

1  1 

1  i 

t  1 
1  1 

1 

If  transportation  was  provided,  was  it  based  on  clinical  and  socio- sconced c  need  and  authorized  in  the 
treatment  plan?  (Reference:  Contract  para.  C. 5. 1.22.) 

_ 

_ 

T - 1 

1  1 

1  1 
1  1 

1  1 
_ 1 _ 1 

Chart  #:  _ 

Typt  of  Service:  C  ]  Qutpt  I  ]  Case  Mgt  (  ]  Eaerg  (  I  In-haae  (  ]  Day  Tx  [  )  Pt  Hoap  [  ]  Res  Tx  (  ]  RTC  C  ]  Inpt 
Coamnts: 


Reviewed  by: 


Date: 
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